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EVANS MEDICAL SUPPLIES LTD 
announce that the 


ORIGINAL NEW LONG-ACTING INSULIN ZINC SUSPENSIONS 


m NOVO LENTE INSULINS 


will be available shortly 


EVANS MED Gian WPPLIES) LTD. LIVERPOOL & LONDON 
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Second Edition 


()XFORD wen eR arsoxs A BDOMINAL OPERATIONS 
4 By RODNEY MAINGOT, ates Ss. 
; Surgeon, Royal Free ty pita 
2nd Edition in one volume Pp. 12 1051 Illustrations 
including 16 Colour P iates 8 26 6s. riet 


i. 2 


FOR STUDENTS AND PRACTITIONERS 


I ANDBOOK OF RADIOTHERAPY 


=a YAREERS N MEDIC 1 E 
By WALTER M. LEVITT, M.D., F.R-O:R.,E,F.R., U y oy oe oe 
D.M.R.E. " Edited by P. O. WILLI ee M.A. (Cantab.), M.B., 
3.Chir., M.R.C.P. 


H. K. Lewis & Co, Ltd., 136, Gower-street, W.C.1 


Associate Physician, Department of Radiotherapy, 


St. Bartholomew’s Hospital. With contributions from 49 emine nt medical a 
a P r. 8vo 292 pages rice 15s. net, plus 8d. postage 
2my 8vo. 272 . strated. 30s. 
Demy Svo 72 pp Titustreted 3 This beok outlines the particular qualities of mind, the type 
“ Admirably composed . . . with the wisdom that stems from | and amount of specialised training, required in each branch of 


wide experience, acute observation, intellectual] synthesis and | the Medical Profession. 
profound insight . . . a work of art.’’—British Medical Journal. it should be in the hands of everyone who has to advise 
“The whole book is informed by good sense and practical medical students, and certainly should be consulted by every 
experience, and deserves a wider public than Dr. Levitt claims | newly-qualitied doctor. The Practitioner. 

it gives so much useful information in a readily assimilable | fodder & Stoughton Ltd., 20 
form.”——The Lancet. ; —-- 
“The best small book and, indeed, probably the best book on Soones malion q oe rhe be age 
radiotherapy which it has — | Phe Foe te ree adi ne l HE CARE OF TUBERCULOSIS IN THE 

ourna of the he ulty 0, adio ogists. HOME 

Harvey & Blythe Ltd., 212, Shaftesbury-avenue, London, W.C.2 


* 
, Warwick-square, London, E.C.4 


By JAMES MAXWELL, M.D., F.R.C.P. 
" mares Physician, Royal Chest Hospital; Physician to the 
Second enaon “ Ministry’s Mass X-ray Unit; Consulting Physician, 
URGERY: A TEXTBOOK FOR STUDENTS Royal Nativnal Sanatorium, Bournemouth; late 
a, CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S Physician, St. Bartholomew's Hospital 
id : ee: | Demy 8vo 114 + xii Illustrations 7s. 6d. net, plus 4d. postage 


Professor of Surgery, University of London; Director of the — 7 ‘ P a ae 
Surgical Unit, St. Mary’s Hospital, London ; sometime member | Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


of the Court of Examiners, R.C.S. Eng., and Examiner to the | Fifth Edition 
Universities of _— Mane hester, and Cardiff p® INCIPLES OF MEDICAL STATISTICS 
769 + xiv Price 27s. 6d. net, plus 1s. postage By A. BRADFORD HILL, D.Sc., Ph.D. 


Extensively illustrated throughout text Demy 8vo 282 +x 10s. 6d. net, "plus 6d. postage 
With Twenty-five Exercises and Answers 


Hodder & Stoughton Ltd., 20, Ww arwick-square, London, E.C:4 | The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


LATEST VOLUMES 
New (Twelfth) Edition Now Ready 
PARSONS’ DISEASES OF THE EYE 


By Sir STEWART DUKE-ELDER, K.C.V.O., D.Sc., M.D., F.R.C.S, 
Surgeon-Oculist to H.M. The Queen; Director of Research, Institute of Ophthalmology, London. 








22 Coloured Plates and 465 Text-figures. Pe 42s. 
DISORDERS OF THE BLOOD EDEN & HOLLAND’S MANUAL OF 
Diagnosis, Pathology, Treatment and Technique OBSTETRICS 
By Sir LIONEL WHITBY, C.V.0., M.C., M.D., F.R.C.P., D.P.H., Se ey : r 7RCS.. FR G , 
ma CoC BRITTON, Mb BAA” Now’ (Srwihl” Pato Revised by ALAN BREWS, MD..MS. ERS, ERCOG, New 
20 Plates (12 Coloured) and 106 Text-figures. Ready this Month. 68s. 7 Race ihe = - . . a : 
Now Ready 52s. 6d 
THE HEALTH OF THE COMMUNITY 
Principles of Public Health for Practitioners and Students CLINICAL MEDICINE IN GENERAL PRACTICE 
By C. FRASER BROCKINGTON, M.A., M.D., M.R.C.S., D.P.H. Edited by JOHN FRY; M.B., B.S., F.R.C.S 
Ready Shortly. About 35s. Ready Shortly About 30s, 


j.& A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.1 
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estorvation 


When restoration of the blood 
picture is vital, ‘ Lextron’ can 
4 be relied upon to stimulate both 

red cell and hemoglobin formation. 

Supplying both intrinsic and extrinsic 

factors together with iron, ‘ Lextron’ will 

provide complete therapy in the majority of 
macrocytic or microcytic anemias. Whether 
anemia exists or not, ‘ Lextron’ may be of value 
in many clinical conditions characterised by loss of 


appetite, weakness or under-nutrition. 


*~PULVULES’ No. 55 ‘LEXTRON’ 


Each filled capsule contains : 

Liver Stomach Concentrate 455 mg. (pro- 
vides intrinsic and extrinsic factors) ; Green 
Iron and Ammonium Citrate 200 mg. : 
Vitamin B,, not less than 1 microgram, 
with other factors of the Vitamin B 
Complex. 


Supplied in packages of 42, 84 and 500. 


. 
Average dose 9—12 
capsules daily 
TRADE MARK 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, HANTS 
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AND HOW TO LIVE WITH THEM 


DISABILITIES 


by 55 Patients 


The writers of these essays are practical people who have found ways of overcoming their various disabilities, 

and they have written these accounts*%in order to pass on to others the devices—whether in the form of a tool, 

a regimen, an outlook, or a way of life—which have helped them. Without intending it they pass on something 
else too : their good spirits—and that makes for good reading. 


Price 10s. 6d. net, plus 6d. postage 


252 pages 


The Lancet Limited, 7, Adam Street, Adelphi, London, W.C.2 
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PUBLICATIONS 


PULMONARY TUBERCULOSIS 
PATHOLOGY, DIAGNOSIS, MANAGEMENT AND PREVENTION 
by WALTER PAGEL, M.D. 

F. A. H. SIMMONDS, M.D., D.P.H. 
and NORMAN MACDONALD, M.B., M.R.C.P.Ed. 


“Will serve as a good textbook, and a useful reference book for the chest physician and the public health 
medical officer.—THE MEDICAL OFFICER. 


THIRD EDITION 742 pages 317 illustrations 84s. net 


ESSENTIALS IN DISEASES OF 
THE CHEST 


For Students and Practitioners 
by PHILIP ELLMAN, M.D., F.R.C.P. 
. With a Foreword by Sir RoBert A. YOUNG, C.B.E., M.D., F.R.C.P. 
“Chest disease is treated as part of general medicine and is brought into relation with other conditions. 
To have presented such a complete review of the subject in so small a volume and with such admirable 
clarity is indeed a notable achievement. —-TUBERCULOSiS INDEX. 


410 pages 298 illustrations 30s. net 


THE DIAGNOSIS AND TREATMENT OF 
INTRATHORACIC NEW GROWTHS 
by MAURICE DAVIDSON, D.M., F.R.C.P. 
with a chapter on Radiotherapy by DAviD W. SMITHERS, M.D.; M.R.C.P., D.M.R. 


and a chapter on Operative Treatment by OSWALD S. Tusss, F.R.C.S. 


‘This book is comprehensive and authoritative but not unduly specialised. It is clearly meant to inform 
the non-specialist seeking information rather than to be a complete specialist presentation.’ 
—BRITISH JOURNAL OF SURGERY. 


268 pages 172 illustrations 42s. net 
THE CLINICAL APPLICATION OF ANTIBIOTICS: 
PENICILLIN 


by M. E. FLOREY, M.D. 


It will be an indispensable work of reference for anyone in difficulties over the use of penicillin or who 
wants to know what it may be expected to achieve in a given condition..—BritisH MEDICAL JOURNAL. 


744 pages 222 illustrations 98 tables 84s. net 


X-RAY INTERPRETATION 
by H. CECIL H. BULL, M.B, M.R.C.P. 


With a chapter on Radiography of the Head by JAMESW.D.BULL, M.B., M.R.C.P., 
D.M.R. 


* This is a book which provides exactly what the clinician requires in order to appreciate the broad details 
of radiological interpretation..—BritisH MEDICAL BULLETIN. 


SECOND EDITION 440 pages. 287 illustrations 25s. net 


OXFORD UNIVERSITY PRESS 























Tas Lancer] THE LANCET GENERAL ADVERTISER [Oct. 10, 1953 

















SAUNDERS 


ARE THE PUBLISHERS 





Todd, Sanford and Wells on 


LABORATORY DIAGNOSIS 
-- - how to make tests and how to interpret results... 


New (12th) Edition. Everyone concerned with clinical laboratory diagnosis will value this important book—telling 
what to do and when and how to do it. It gives the clinical significance of each possible test result 





Explanations are brilliantly clear and to-the-point for each step in the procedure. 


Instructions for the various steps 
-from collection of the specimen to preparation of the final report 


are given in separately numbered paragraphs, in 
the proper chronological order. These instructions can be readily understood even by those who have not had extensive 
training in the basic sciences. 

An extremely helpful feature is the Index-Outline of Laboratory Findings. Diseases are listed here alphabetically 


with notes on the important laboratory characteristics of each and with references to the pages on which detailed 
information can be found. 


For this New (12th) Edition, the section on hematology has been completely rewritten, and a great deal of new material 
inserted. The significant additions to the section on serology make it without question the most complete and up-to-date 
reference of its kind. 


By the late JAMES CAMPBELL TODD, M.D.; ARTHUR HAWLEY SANFORD, M.D., Emeritus Professor of 
Clinical Pathology, Mayo Foundation ; and BENJAMIN B. WELLS, M.D., formerly Professor of Medicine, University 
of Arkansas. 998 pages, 946 illustrations (197 in colour 


Price (U.K. and Eire only) 42s. 6d. 





W. B. SAUNDERS COMPANY LTD. 7, Grape Street, LONDON, W.C.2 











Recent Butterworth Publications | 








PHARMACOPOEIA to the British Encyclopaedia of Medical Practice. 
Now Ready. 


General Editor The Rt. Hon. Lord HORDER,. G.C.V.O., M.D., F.R.C.P. Edited by G. E. HESKETH, M.D. 
An easy reference te the important proprietary drugs now available in this country, arranged alphabetically, 
with a complete record of the nature of the drug, its manufacture, formula, uses, doses and methods of 
application, contra-indications and any other necessary information. To facilitate reference to other therapeutie 
agents used in any disease, a “‘condition index’’ has been included, and there is a full list of addresses of 
manufacturers both at home and abroad. 

Although the PHARMACOPOEIA is associated with the British Encyclopaedia of Medical Practice, it can 
be used quite independently. 


Pp. xii + 499 + Index. Price 65s. net. 


MODERN TRENDS IN UROLOGY. = Just Published. 

Edited by E. W. RICHES, M.C., M.S., F.R.C.S. 

The latest teaching and views are dealt with in this new work, which includes descriptions of modern treat- 
ment and the technique of numerous specialised operations. The book, representing the experience 
of a team of surgeons who have become recognised authorities in particular branches of the speciality, 
touches also on the likely effects of to-day’s trends on future developments, and it will appeal not only to 
the urologist, but to the general surgeon and to the medical practitioner. 


Pp. x + 462 + Index. 224 illustrations. 2 colour plates. Price 75s. net. 


PATHOLOGY OF TUMOURS. Second Edition. Just Published. 
By R. A. WILLIS, D.Sc., M.D., F.R.C.P. 


**. . will prove as useful and popular as the first edition. A great work which every surgeon will require 
to possess for ready reference on tumours.” —British Journal of Surgery. 


Pp. x + 997 + Index. 500 illustrations. Price 84s. net. 


























Butterworths, 83 Kingsway. London, W.C.2 


Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2 
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AND THE BUSY PRACTITIONER 


Increasing demands on the practitioner’s time make the aS 
rapid control of asthma a matter of primary importance. ~\ ¥ 

FELSOL has for years been relied upon by doctors in r = A 
all parts of the world to which it has been intro- } \ ’ 








| } 
duced, for the immediate and prolonged relief it givesin  {£ H Y 
BRONCHOSPASM. Easy to take, FELSOL gives full relief in pertect 


safety (even in cardiac cases) without morphia or other narcotics. 


* NON-CUMULATIVE 


* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.! 








NARAAAAAARARAARAAARRARARRRARRARRA 


CHLORAMPHENICOL 
EYE DROPS ROUPSEL 


ROUSSEL 


4 per 1,000 stabilised aqueous solution of chloramphenicol 


READY FOR IMMEDIATE USE 


Need not be prepared or diluted extemporaneously; 
the solution is stable for at least a year. 


HIGH CONCENTRATION of 4 mg. per cc. A concentration of 0.004 mg. per cc. is 


usually sufficient for inhibition of the micro-organisms pathogenic to the eye. The 
high concentration of 4 mg. per cc. leaves a wide therapeutic margin. 


THOROUGH PENETRATION The cornea and conjunctiva are duly penetrated and 


adequate intra-ocular concentrations can be reached by local instillation. 


NON-IRRITANT and ISOTONIC TO TEARS Indicated in conjunctivitis, dacryo- 


cystitis, herpes ophthalmicus, trachoma, and to prevent infection in eye injuries or 
operations. 


5 cc. bottles containing 20 mg. Chloramphenicol, with dropper. Trade price 4/-. 
ROUSSEL LABORATORIES LTD., 843-7 Harrow Road, London, N.W.10. LADbroke 3608 
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Advances in antibiotics with ‘Penidural’ Oral Suspension 





THE NEW PENICILLIN COMPOUND 


that remains stable for I 8 MONTHS WITHOUT REFRIGERATION 





The discovery of a new penicillin salt....DBED 
Dipenicillin-G has resulted in the preparation of 
‘PENIDURAL’ Oral Suspension. A stable fluid 
penicillin that retains its full potency in aqueous sus- 
pension for eighteen months at normal room tempera- 
ture without refrigeration, it is thus ideal for treatment 
in the patient’s home. 


*PENID 


TRAVE MA 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 


*Penidural’ is supplied ready for immediate use ; 
THE PATIENT SIMPLY POURS THE SPECI- 
FIED DOSE. The palatable aqueous syrup is readily 
accepted by children and’ adults, and provides 
substantial therapeutic blood levels in the systemic 
treatment of mild and moderately severe infections 
due to penicillin sensitive organisms. 


300,000 units of Penicillin to each large teaspoonful (5 ¢.c.) 
Supplied in bottles of 2 fl. ozs. (12 large teaspoonsful) 


URAL’ 


N. N!—dibenzylethylenediamine dipenicillin G. 
Oral Suspension 
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prescribed on form E.C.10. 
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Pernivit has proved to be remarkably effective both in : a J ph? / 


treatment and in the subsequent prevention of chil- g-4¢ Y 4, se 
blains. It utilises the vasodilator properties of nicotinic " “/ | the 4 / 
acid and the effect of vitamin K in maintaining normal 4/ y he 
blood coagulability and vascular permeability. Irrita- J y ‘/ / 4f / 
( tion and inflammation are quickly relieved. / #4 iy / 3 
Dosage is from two to six tablets daily according to “4 Lt lf /; 
\ the severity of the case. The basic N.H.S. price of 7, f Ulf, fe 
K \\ Pernivit is 2/- (Bottle of 50 Tablets). Literature and “Y Vy, Yi é 4 / 
/ 


specimen packings are available on request. May be ; vy, 7 / 1; 
4 
1 1 /, 
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FOR THE MENOPAUSAL PATIENT 


HEWESTROL 


Trade Mark 


A pleasantly flavoured elixir containing Ethinyloestradiol B.P. 0-02 
mgm. in each teaspoonful (60 minims). 


It provides maximum cestrogenic activity with minimum dosage. The 
absence of side effects and feeling of well-being generally experienced 
means that the patient’s freedom from discomfort is complete. 


Packed in bottles of 4 fl. oz. and 20 fl. oz. 


Samples and literature on request 


C. J. HEWLETT & SON, LTD. 


Manufacturing Chemists 


35-43 CHARLOTTE ROAD, LONDON, €E.C.2 
and at 216 ORR STREET, GLASGOW, S.E. 











Relieving the bronchial tree 
i n asthma - * A SMAC’ TABLETS are formularized 













to provide symptomatic relief of the 
bronchial tree both during actual dys- Sener? 
pnoeic attacks of bronchial asthma, and Tubes of 20 Tablets 
during remissions. (P.T. exempt for dis- 











4 ‘Asmac’ Tablets combine in a single pensing). 
KI no prescription ‘ official’ drugs recognized for Packs of 100, 500 and 
CR their reliability to effect mental sedation, 1,000 for Hospitals. 


decongestion, expectoration and broncho- 
dilatation. 












Formula (each Tablet) :— 

Allobarbitone B.P.C. .. ae -- 0.03 gm. (0.46 grain) 
Liquid extract of Ipecacuanha B.P... 0.02 mil. (0.34 minim) 
Ephedrine Hydrochloride B.P. .. 0.015 gm. (0.23 grain) 
Caffeine B.P. os Ss we -- 0.10 gm. (1.54 grains) 
Theophylline with Ethylenediamine B.P. 0.15 gm. (2.31 grains) 
Pi, Sl, S4. Permissible on N.H.S. scripts. 


A. WANDER LIMITED 
42 Upper G a Street, G Square, _.<® 


















don W.1. 
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The manufacturers of 





DETTOL submit. 


the following facts to your attention 


Wide mention in medical literature has made Dettol a 
text-book antiseptic. Wide clinical use has attested the 
efficiency of Dettol in literally millions of cases which 
range from minor accident to major operation. 


EFFICIENCY 

Dettol is an efficient gntiseptic which, 
moreover, retains a high degree of efficiency 
in the presence of organic matter. 


TOLERATION 

Dettol is well tolerated on the skin and 
tissues in high concentrations. Moreover, 
its non-toxicity offers a high degree of 
safety to doctor, nurse and patient. 


STRENGTH 

The fact that Dettol is well tolerated by 
the tissues permits dilutions to be recom- 
mended for clinical purposes which provide 
a margin of safety even when a reasonable 
amount of organic material is present. 


ACTIVITY 
Dettol is active against both Gram-positive 
and Gram-negative micro-organisms. 


Under standard conditions of test a dilution 
of 1 in 200 kills Staph. aureus in 10 min- 
utes; a I in §00 dilution kills Strept. 
pyogenes in 10 minutes, 


COMPATIBILITY 

Dettol is not incompatible with soap, traces 
of which need not be removed before 
application. 


PLEASANTNESS 

Dettol is non-poisonous, safe, pleasant and 
economical in use. It has an agreeable 
smell. 


DATA 
Bacteriological data and the literature of 
Dettol are available on request. Dettol is 
packed in 2 and § gallon, Purchase Tax 
free Dispensing containers. 
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FENOX was introduced in the Autumn of 
I95I: now, after two years’ widespread 
clinical use, its efficacy as a nasal decon- 
gestant is universally accepted. For the 
symptomatic relief of the common cold 
and other catarrhal conditions, Fenox offers 
all these advantages: 


Immediate and prolonged vasoconstriction 
No undesirable side-effects 
Water-miscible and non-oily 
Same viscosity as mucus 
Non-irritant—adjusted pH and tonicity 
Suitable for both adults and children 


FENOX 


Isotonic Nasal Drops of Phenylephrine and Naphazoline. 
Supplied in 4 fi. oz. ee. Net price to the 
Medical Profession in Gt. Britain 2/1}d. Retail price 2 6d. 


Ro a 


C. 
LP Sample and descriptive literature from the Medical Department 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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Mierobiologieal 
Research... 


...deeply penetrating the microbe world 
promotes increasingly efficient remedies 
and is the starting-point 
for each new therapeutic conquest. 
The unremitting quest of 
CARLO ERBA 


THERAPEUTIC RESEARCH INSTITUTE 
Microbiological Laboratories 





is, as always, true to this principle. 
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e 
Ovaltine i!) 
e 
in antenatal and postnatal care 
THE increased nutritional demands arising during the latter half of pregnancy 
and the ensuing period of lactation, call for a general fortification of the patient’s diet. 


*OVALTINE’ is eminently suitable as an aid in meeting this need because it 
provides concentrated nourishment in a palatable and easily assimilated form. It is acceptable 
to the most capricious appetite, such as often occurs in pregnancy. 


‘OVALTINE’ possesses galactogogue properties. It also aids in maintaining the 
strength and general well-being of the nursing mother. 


THE high quality of its natural ingredients—malt, milk, cocoa, soya and eggs — 

its content of added vitamins, and the strictly hygienic conditions of its manufacture 
combine to provide a first-class nutritional product which has long enjoyed the 
approval of obstetricians. 


Vitamin Standardization 
per oz.—Vitamin By, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 





Manufactory, Farms and * Ovaltine’ Research Laboratories:—King’s Langley, Herts. 
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A new and logical therapy 
for Rheumatic conditions 
























aN, 
Water-soluble esters of salicylic, p-aminobenzoic and i 7 mi us 
he 2 de Ne \y } 
nicotinic acids, that readily pass the skin barrier f ae ee 
“ Fa 


The local treatment of rheumatic conditions has 
hitherto presented certain difficulties; drugs 
which penetrated the skin often caused intense 
irritation and their use was of doubtful value. 
Transvasin, a new preparation developed 
by Hamol S. A., our Swiss associates, and 
now available for prescription in this country, 
contains esters of salicylic, p-aminobenzoic 
and nicotinic acids. These esters, being both 
water- and fat-soluble, readily pass the 
skin barrier in therapeutic quantities 
without causing irritation, and enable 
an adequate concentration of the drugs 
to be built up where they are needed. 
Transvasin not only induces vasodila- 
tion of the skin with a superficial 4 
erythema but also brings about a i 
deep hyperaemia of the under- } « 
lying tissues. 
















Salicylic acid tetrahydro- 
furfuryl-ester 14% 
70 


Nicotinic acid ethyl-ester S ae oh 
Nicotinic acid n-hexyl-ester y hy A 


p-Aminobenzoic acid ethyl-ester 2° 
Water-miscible cream base ad 100% 











Transvasin is available in 1 oz. tubes at 
4/-, which are obtainable on form E.C.10, , 
und is not advertised to the public. panei 


LLOYD-HAMOL LTD., 3 ST. JAMES’S SQUARE, LONDON, S.W.l1 WHITEHALL 8654/5/6 
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in natural form 


Six ViTAPLex tablets (the normal 
daily dose) contain : 

3 grammes of yeast concentrate con- 
taining the whole natural vitamin B 
complex and including :— 


Aneurine hydrochloride (B,) ...3 mg. 
Riboflavine (B,) 
Nicotinamide........................ ..30 mg. 
and Pantothenic acid, pyridoxine, 
folic acid, choline, inositol, biotin, 
para-aminobenzoic acid and other 
naturally occurring factors of the 
vitamin B complex. 


TaD dd 
AW LR TSN 8 


VITAPLEX 


vitamin B complex concentrate 


VITAPLEX provides a// the elements of the vitamin B 
complex in their natural form. It is prepared by a 
special process of extraction and concentration from 
BREWERS’ YEAST. The quantities of aneurine (B,), 

riboflavine (B,) and nicotinamide are standardised. 


Composition 





A sample and detailed literature will be sent on request. 


Manufactured in the laboratories o/ 


c. L. BENCARD LTD 


PARK ROYAL * LONDON N.W.10 





Vitamin B deficiency, especially in its 
early and mild forms, is rapidly and 
effectively corrected by administra- 
tion of VrrapLex. The familiar 
symptoms — fatigue, lack of energy, 
anorexia, gastric and bowel disturb- 
ances, lowered resistance to common 
infections, etc. — are usually associ- 
ated with nutritional inadequacy, 
adolescence, pregnancy, convales- 
cence, stress and debility. 

VITAPLEX is specially useful as a 
routine measure after treatment with 
antibiotics. 


The presentation and price entirely 


conform with current economic 
requirements. 


PACKINGS & PRICES: In containers of 50 tablets at 4/- and 250 tablets 
at 18/-. These prices are subject to the usual professional discounts. 
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Where untilled soil tells of malaria 


While world population mounts, food production lags behind. Yet crops 
could be abundantly increased in many areas if malaria were effectively 
controlled. Encouraging reports on ‘Daraprim’ suggest that this new drug 
can play a major part in eradicating the disease. Highly potent, tasteless, 
virtually non-toxic, ‘Daraprim’” has proved an excellent suppressant in a 
weekly dosage of 25 mgm. It is issued as compressed products of 25 mgm., 
in packs of 6, 30 and 1000. 


‘DARAPRIM’ 


PYRIMETHAMINE 


Issued in France and the French Empire as ‘Malocide’ brand Pyrimethamine 


B U RROUGH S WwW E LLCOM E & co. (The Wellcome Foundation Ltd.) LON D (@) N 


Associated Houses: NEW YORK - MONTREAL - SYDNEY + CAPE TOWN ~+ BOMBAY ~* BUENOS AIRES - CAIRO * DUBLIN 
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NONYLIC ACID VANILLYLAMIDE 0.4% AND 
NICOTINIC ACID-8 -BUTOXYETHYL ESTER 2.59 
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A Hospital Report 
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... all duodenal ulcer patients experienced symptomatic relief and of these 
ten claimed relief after 1 day ; four after 2 days ; and two after 3 days. 

... two patients with a gastric ulcer experienced relief of symptoms 2 to 3 
days after starting therapy whilst the patients who did not improve had large 
eroding ulcers and were later operated upon, 


- +. X-rays were taken 10 and 20 days after the patients’ admission. 
Those receiving TABNET showed evidence of healing 10 days after 
commencing treatment. After 20 days the radiological appearances 
showed that the ulcers had healed in all cases except the two 
referred to above. 

. in addition to these control cases twenty ambulatory patients received 
TABNET therapy and became symptom free within a short period. 


FORMULA: Each tablet contains: Dihydroxy aluminium aminoacetate 250 mgm 


‘ Glycine 30 mgm 
Available in bottles of : 100 tablets 7 /- plus P.T. and 1,000 tablets 62/- plus P.T. 


TABNET 


DIHYDROXY 


ALUMINIUM = AMINOACETATE 









Alleviate Pain 


PY oe CTU MEE 


2 
0 | {ecelerate Healing 


The Medical 


Management 
of Gastro- 
Duodenal 
Ulceration 


TABNET Tablets may be prescribed on Form E.C.10 


CALMIC LIMITED . CREWE HALL : CREWE 





° TEL. 3251-5 
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‘AVLOPROGIL’ 


) 









CRYSTALLINE PENICILLI SALT) 





AQUEOUS SUSPENSION 


‘AVLOPROCIL’ A.S. affords a convenient 
and effective means of obtaining prolonged 
therapeutic levels of penicillin. Each c.c. 
contains 300,000 units of procaine penicillin 
G in aqueous suspension and requires no 
dilution or preparation before use. A single daily 
injection of 1 c.c. of ‘Avloprocil’ A.S. 
provides adequate therapy for the majority of 
infections caused by organisms sensitive to 


penicillin. 
@ Easy to inject; causes the minimum of pain. 
@ Only requires shaking before use. 
@ A dry syringe and needle are not essential. 


@ Stable at room temperature (70°F.) 


READY TO USE... 


Issued in multi-dose, silicone treated vials of 10 ¢.¢. 


Note. In each vial there is sufficient to permit 
the withdrawal of 10 x 1 ¢.c. doses. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Limited 
WILMSLOW, MANCHESTER Ph.402 


16 















Tue Lancer] THE LANCET GENERAL ADVERTISER (Oct. 10, 1953 





A nd, when he’s laughed and said his say, 





He shows, as he removes the mask, 











A face that’s anything but gay.’ 
THACKERAY. 


Overeating is often an expression of inward uneasiness. Many fat people, despite 
their outward appearance of joviality, are anxious and unhappy and find in food a solace for 
their troubles. They try to hide themselves behind a ‘ wall of fat’ and a facade of jolliness. 
For this reason, ‘ Drinamyl’ is often helpful in the treatment of many cases of overweight. 
Given before meals it curbs the appetite and, by relieving the emotional tension that may be 
at the back of the patient’s habit of overeating, helps him to eat less. 


Each ‘ Drinamyl’ Tablet 


Q @ contains 5 mg. ‘ Dexedrine’ and 
32 mg. amylobarbitone. 


Issued in bottles of 50 tablets. 


an aid in the treatment of overweight 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


piP73. for Smith Kline & French International Co., owner of the trade marks ‘Dexedrine’ and ‘Drinamyl”® 
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** These charts show the increase in 

gastric tolerance following the oral 

administration of Aminophylline with aluminium 
hydroxide (Theodrox) compared with that of plain 
aminophylline. 


THEODROX provides a dependable method of oral 
administration of aminophylline in doses large enough 
to produce blood levels comparable with those following 
injection. 

Previous investigations have shown that good 
response is obtained from aminophylline only if a 
certain concentration of the active component, theo- 
phylline, is attained in the blood. Because gastric 
irritation prevents giving oral doses large enough to 
produce this necessary blood level, the only dependable 
way of obtaining this end has been to resort to 
parenteral aminophylline. 

Now there is clinical proof that when amino- 
phylline is combined with a specially prepared aluminium 
hydroxide, the stumbling block of gastric irritation can 
be virtually eliminated, and massive oral doses can be 
tolerated to produce consistent blood levels com- 
parable to those obtained by parenteral administra- 
tion. (4) (2). 

Theodrox is supplied in containers of 25, 100 and 
1,000 tablets, each tablet containing Aminophylline B.P. 
3 gr. and Dried Aluminium Hydroxide Gel, B.P.C., 4 gr. 

Theodrox is also available as Theodrox with 
Phenobarbitone, each tablet containing in addition } gr. 
of Phenobarbitone B.P. 














13% 58% 50% 























(-__] No gastric MM Nausea and 


36er.of distress Vomiting 
Aminophylline i2 gr. of plain ‘ 
deite, piven as Aminophylline = gr. a —_ 
THEODROX daily wage me 
REFERENCES 


(1) Studies with Two New Theophylline Pre- 
parations, Amer. J.med. Sci., 224 : 627, 1952. 

(2) A New Approach to Increasing Tolerance 
to Oral Aminophylline, Postgrad. Med 13: 
432. May, 1953. Abstracted; Practitioner 
171: 328 (Sept. 1953) 





THEODRO®X is a trade mark of 


RIKER LABORATORIES LTD. 29 KIRKEWHITE ST., NOTTINGHAM 


Detailed literature gladly sent on request. 
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ALFICETYN brand of Chloramphenicol materially extends the scope of 
antibiotic therapy. The wide range of antibacterial action of ALFICETYN 
and, hence, its breadth of clinical application led to its ready acceptance 
and extensive employment. To-day, ALFICETYN stands in the forefront of 
modern therapeutic aids and, in its various forms, it is used by an ever 
increasing number of physicians and surgeons. y 












O 





ALLEN & 


TELEPHONE: BISHOPSGATE 320! (2O0LINES). TELEGRAMS: “"GREENBURYS, BETH, LONDON” 


ALFICETYN CAPSULES 


For oral administration. Available in 
bottles of 12 capsules each containing 
0°25 gramme Chloramphenicol B.P. 


ALFICETYN Suppositories 


Containing 0°125 gramme or 0°25 
gramme Chloramphenicol B.P., in boxes 
of 5. 


ALFICETYN Ear Drops 


Containing a 10% solution of Chlor- 
amphenicol B.P., in vials of 5 c.c. with 
a suitable dropper applicator. 





ALFICETYN EYE OINTMENT 


Containing 1 % Chloramphenicol B.P., 
in collapsible tubes of 4 grammes. 


ALFICETYN Buffered for Eye or 
Nasal Drops 
Supplied in vials containing 25 mg. 
Chloramphenicol B.P. in a borate buffer- 
ed base. 


ALFICETYN Dusting Powder 


Providing 5% Chloramphenicol B.P. 
in a sterilised, free-flowing diluent. 
Supplied in sprinkler-topped vials of 5 
grammes. 


Literature on the above 
A &H products on request. 





HANBURYS 


















LTD ee E-2 
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Butazolidin Gey 


now available in 


HALF-STRENGTH TABLETS 


(100 mg.) 





Following many requests from 
doctors who have found that 
smaller doses of Butazolidin 
provide an adequate clinical 
response, a new half-strength 
tablet has been introduced con- 
taining 100mg. The original 
200 mg. Butazolidin tablets 
are still available to the 
profession. 















Butazolidin is a _ valuable 
therapeutic agent in:— 


Rheumatoid 
Arthritis 
Muscular 
Rheumatism 
Neuritis and 
Neuralgias 
Fibrositis 
Bursitis 
Gout 
Osteoarthritis 
Ankylosing 
Spondylitis 
Osteoporosis 
of the Spine 


Prescribable on N.H.S. Form E.C.10. 
Tablets : 100 mg. in containers of 50, 
250 and 1,000. 


200 mg: in containers of 20, 
50, 100 and 500. 


Ampoules : 1,000 mg. in 5 cc. Boxes 
of 5, 25, 50 and 100. 


Literature on request 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
Rhodes . Middleton : MANCHESTER 


PH. 50 


20 
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Low Dosage—Wide Spectrum Antibiotic! 











ureom ye 


HYDROCHLORIDE CRYSTALLINE 


( _Lede rie ) 


Dramatically Effective—Remarkably Economical 


The antibiotic range of aureomycin is unsurpassed 





- .. A dosage of 1 Gm. daily is usually 
curative, and the total dose required is lower 
than with other antibiotics . . . The early : 
use of aureomycin may avoid extensive 
surgery . .. The abbreviation of hospital 


stay and convalescence thus made  pacgages: 


Capsules: 50 mg., bottles of 25 and 

3 - 100; 250 mg., bottles of 16 and 100. 
possible by aureomycin saves your Dental Cones: 5 mg. tubes of 12 
Dental Paste: 30 mg. per Gm., jars 

of 5 Gm. Intravenous: vials of 

* # a 100 mg. and 500 mg. Nasal: vials 
patient many times 1ts cost. of 10 mg. with dropper. Ointment : 
tubes of 4 os. and 1 os. Ointment 

(Ophthalmic): six tubes of § ox. 

Ophthalmic: vials of 25 mg. with 

dropper. Otic: vials of 50 mg. with 

dropper. Soluble Tablets: 50 mg., 

bottles of 100. SPERSOIDS* : 


LEDERLE LABORATORIES DIVISION —@%% mir cm Teo. 


15 mg., bottles of 25. Vaginal 


Powder: vials of 5 Gm. (200 
. Poduct / : mg.| Gm.) *Trade Mark 
ao 


BUSH HOUSE - ALDWYCH + LONDON, W.C.2. TEMPLE BAR 5411 
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PRISCOL 


ORALLY ACTIVE 
PERIPHERAL VASODILATOR 
for 
RAYNAUD’S DISEASE 
OBLITERATIVE ARTERITIS 


PERIPHERAL ARTERIOSCLEROSIS 


Priscol is of value in all cases where spasm is present and 
where the collateral blood supply can be augmented. 


TABLETS (25 mg.) 
Bottles of 40, 200 and 1,000. 


PARENTERAL SOLUTION (25 mg./c.cm.) 
6 Ampoules of 1 c.cm. R.C. Vials of 10 c.cm. 





Ointment Ophthalmic Ointment Solution 
20g. 1 bb. 5g. tubes 10c.cm. 100 c.cm. 
* Priscol’ is a registered trade mark denoting 2-bensyl imidazoline hydrochloride 
Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 


12/3 
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A new basic ether of morphine, Pholcodine (morpholinylethyl- 
morphine), has been shown to have a powerful action in depressing 
the cough reflex. 


Pholcodine, which has a sedative action superior to that of 
codeine while being decidedly less toxic, is employed as the active 
ingredient in a new cough linctus to which the name ETHNINE 
has been given. 


The advantages of ETHNINE lie in its effectiveness with low 
toxicity, and its freedom from side-effects such as constipation 
or digestive upset. 


ETHNINE is well tolerated by children and adults and 
is suitable for administration whenever a cough sedative is 
considered advisable. 


EK THNINE 


CONTAINING Pt O.t-C O:D:t ME 


In bottles of 4 and 80 fluid ounces. 


Literature and sample on application. 











ALLEN & HANBURYS LTD LONDON E 


TELEPHONE BISHOPSGATE 320/ (20LINES) TELEGRAMS GREENBURYS BETH LONDON” 
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ROCHE PRODUCTS LIMITED, 


ROCHE 


Research 


For every Roche preparation which is made 
available to the medical profession, there are many 
hundreds which have been tested and eliminated 
in our laboratories. Doctors can be certain that, 
when they prescribe Roche preparations, they are 
specifying the products of original Roche research. 
Our Medical Information Department maintains 
a comprehensive abstracting service for the 
benefit of the medical profession. Literature on 


all Roche preparations will be sent on request. 





Welwyn Garden City 
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TREATMENT 


As a result of investigations py workers of the Wellcome Labor- 
atories of Tropical Medicine, ‘Antepar’ brand Elixir is now offered 
as a major advance in the treatment of threadworm infestation. 

Piperazine hydrate, the active ingredient of ‘Antepar’, has 
proved to be far more efficient than any of the traditional 
oxyuricides and yet to be virtually non-toxic. In clinical trials, 
its nearest rival in effectiveness, gentian violet, gave a cure 
rate of 70 per cent, whereas piperazine cleared 97 per cent of 
all cases treated at the recommended dosage level. No 
undesirable effects whatever were produced. No special 
regime of cleanliness was required. 

‘Antepar’ contains 500 mgm. of piperazine hydrate per 
fluid drachm, and is available in bottles of 4 fl. oz. (66d. plus 1/3d. 
P.T.) and dispensing packs of 20 fl. oz. (24/9d.—exempt P.T.), 
both prices subject to the usual discount. . 


AN 
S\\, 


Outstanding efficacy ‘5 m\, 
Rapid and complete cure nd 
No side effects WN, 


Simply administered 
Pleasantly flavoured 
No special regime needed Sy 


yVaige par: ‘wy 





al BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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Somnesin is a hypnotic of a new 
type. It is rapidly assimilated 
and is non-cumulative. 

Sleep is induced, in most cases 
within half an hour, and lasts 
five hours or more. No “hang- 

(METHYLPENTYNOL B.D.H.) over” effects are experienced. 

Somnesin is issued in capsules 

Non-barbiturate for sleep each containing 250 mg. The op- 
timum dosage is I or 2 capsules. 


RSS 


SS 
= 





a 


————— 


SS 


= SESS 
SS 


———— 
—— 


————SSoS 
SS = 


SS 


= 
SS 


a 


SS 


Container of 20 capsules 3/8 
= »» 100 capsules 14/- 
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Basic N.H.S. Price 


— 


Literature and specimen packings are available on request. 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 





One old country cure for whooping cough 

calls not for medicine, but for an opportune meeting. 
It demands that the parent shall walk 

till he or she meets a one-eyed man on a piebald horse, 
then return home, when the child will be found cured. 


HAPPILY, we now have available more certain and 
scientific methods of securing whooping cough protec- 
tion. As long ago as 1946, Glaxo produced a vaccine 
that was observed, in British M.R.C. trials, to give 
70 per cent protection. Since then, Glaxo research 
has brought many improvements to pertussis vaccines 
. .. has brought, too, more precise methods of gaug- 
ing their potential performance in the field. Results 
suggest, indeed, that Suspended Whooping Cough 
Vaccine Glaxo markedly lessens the striking power 
of this childhood enemy. 


VAGGINE Glaxo 


| cc. ampoules in boxes of three: 10 cc. vials 





GLAXO LABORATORIBS LTD., GREENFORD, MIDDLESEX BYRON $3434 
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IVERNUTRITION AND UNDERNUTRITION 
II. EFFECTS * 


R. A. McCancr 
C.B.E., M.A., M.D., Ph.D. Camb., F.R.C.P., F.R.S. 


PROFESSOR OF EXPERIMENTAL MEDICINE IN THE UNIVERSITY 
OF CAMBRIDGE 


From the Medical Research Council Department of Experimental 
Medicine, Cambridge 


Clinical and General 


THE first quantitative way of studying the effects of 
overnutrition and undernutrition was to follow the 
weight of the body, and it has remained the standard one. 
There is a wide range of normality in the body-weight, 
however, and it is impossible at present to say where the 
ideal weight for height begins and ends. Studies of the 
composition of the body (see later) have shown that it 
will not be the same for all individuals and that it should 
probably vary with activity, age, and sex. In a popula- 
tion which is enjoying economic prosperity more people 
are overweight than underweight. This is due to the 
deposition of fat in the subcutaneous tissues, omentum, 
round the kidneys, and to some extent round the heart, 
and the distribution again varies with age and sex 
(Edwards 1950). In man the lean parts of the body do 
not account for much of the ‘‘ middle-aged spread,’’ but 
the heart hypertrophies if the blood-pressure rises, as it 
tends to do in obese people, and hypertrophy of the liver 
and alimentary organs has been described in rats which 
are eating enormous quantities of food. The ovaries of 
these animals decrease in weight (Brobeck et al. 1942— 
43a). There is an enlargement of the kidneys and supra- 
renals (Kennedy 1951). 

The loss of weight which follows undernutrition has 
been investigated on man and animals. It was established 
by Chossat (1843a and b), and has been confirmed many 
times since, that the loss of weight—like the gain of 
weight which has just been described—is a composite 
process (Morgulis 1923). It may consist only in a loss of 
fat (see later), but in starvation and also in general under- 
nutrition the weights of the organs fall—not all, however, 
to the same extent. The brain, bones, and kidneys lose 
very little if any weight, whereas the muscles lose a great 
deal, and so do the heart and the alimentary organs. 
Towards the close of the last century the loss of weight of 
the liver, pancreas, and similar organs was shown histo- 
logically to be due largely if not entirely to a decrease 
in the size of the cell (Loukianow 1897, 1898, 1899). 
Dr. M. Harrison has now made these findings more 
quantitative by chemical methods, and fig. 1 shows some 
of the results which she obtained when she was working 
with us (Harrison 1953a and b). 

The clinical effects of prolonged overnutrition are too 
well known to most doctors to require any description 
here. Some of them, however, will be mentioned later 
in this lecture. They vary from flat-foot and arthritis to 
profuse sweating on the slightest exertion. 

The results of severe and lasting undernutrition are 
very distressing and have probably not been seen in this 
country by anyone practising medicine today. Very 
undernourished people have a characteristic walk and 
posture. With knees slightly bent the trunk and arms 
slouch forward and the head droops towards the chest 
(Helweg-Larsen et al. 1952). The internal body-tem- 
perature remains very near the normal, but the distribu- 
tion of blood between the skin and the internal organs 
changes quite early in the process of emaciation (Howarth 
1951), and undernourished people always feel cold. This 





*The second Humphry Davy Rolleston lecture for 1953, 
delivered before the Royal College of Physicians on 
May 7. Lecture I appeared in last week’s issue. 
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adds to their misery and they wrap themselves up in any 
clothes or blankets they can obtain. They lose the ability 
to hold urine in the bladder without an urgent desire to 
pass it, and also tend to make very large amounts of 
urine, particularly on lying down. The two together 
prevent them getting any restful sleep, and towards the 
end they begin to form thin watery stools and are unable 
to control their passage. It is probable that this diarrhea 
is accentuated by atrophy of the glands lining the bowel 
wall, coupled with the nature of the food which these 
people are generally forced to eat. There is no evidence 
that it is due to any specific infection. The diarrhea and 
polyuria are perhaps the most demoralising aspects of 
the terminal stages of famine. The undernutrition in 
Germany in 1946-47 was never bad enough to provide 
clinical cases of diarrhea, but polyuria was usual. This 
was partly due to the large amounts of soup which were 
consumed morning, noon, and night, but the polyuria 
should be regarded as part of the redistribution and 
accumulation of extracellular fluid which begins quite 
early inthe syndrome and may appear clinically 
as edema 
(McCance 
1951). Under- 
nourished 
people, par- 
ticularly if on 
they are ex- 

posed to the 16 
weather, tend 
to get a dry 
scaly skin and 
sometimes 
hyperkera- 
tosis (Keys, 
Brozek et al. 
1950, McCance 
and Barrett 
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people the detainee OROTEM 

blood-pressure 4r = 
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and there is 
usually a mild 
degree of 
anzemia. Some 
of the more 
puzzling effects of undernutrition are the enlargements 
of the parotids and of the male breasts (McCance et 
al. 1951, Helweg-Larsen et al. 1952). 


The Composition of the Body 

The body may be regarded as being made up of the 
‘Jean ’’ portions and the fat. Once the latter has been 
deposited, it may be considered as lying to some extent 
outside the active metabolic framework of the body. 
The “ lean’’ can be further subdivided into the cell mass 
and the extracellular system and is very constant in 
composition during health. Until comparatively recent 
times chemical analysis of a body after death was the 
only way of getting at its composition, and this method 
still remains the only one for certain purposes, and the 
most accurate one for most. In the 1930s, however, 
methods became available for estimating the volume of 
the extracellular parts of the body in living animals, and 
in man. Knowledge thereupon increased, and when it 
became possible to measure the total amount of water in 
the living body the physiologists were able to get some 
idea of the volume of the cell water by ‘“‘ difference.’’ The 
fat in the living animal and man was next assayed 
successfully by two independent methods. One of these 
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Fig. |—Effect of starvation on weight of liver cell 
of male rats and on weight of water and protein 
in it. 
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Extracellular fluid 21:0 21-0 21:7 18-4 
Fat 16-0 16-0 14:0 26-5 
Minerals 70 7-0 6-1 6-1 


Fig. 2—Effect of a gain in weight on the composition of the body. 


(Behnke 1942, 1945) depended upon the principle that 
fat and lean have different specific gravities. By finding 
out the specific gravity of the body the percentage of 
fat in it could be calculated on the assumption that the 
lean part had a known and constant value. The other 
depended upon finding out the total water in the body 
and hence the weight of ‘‘lean’’ in it. The fat was 
derived from the difference between this and the weight 


TABLE I-—-PERCENTAGE OF FAT IN NORMAL MEN AND WOMEN 


Men Women 


Height | Weight 


ow & Height Weight a 
(m.) | (kg.) o fat (m.) (kg.) fat 
165 | 628 | 18-1 1:60 63-0 | 16-0 
1-67 56-8 17-9 1:62 63-2 19-8 
1:74 | 81-2 22-4 1-64 74-0 28-5 
180 | 62-1 10°3 1-64 75-5 21-5 
1-80 72-2 15-2 1:68 55-2 12-6 
1-81 56-3 7-2 1:75 79-2 21-1 





of the body (Osserman et al. 1950). A refinement of this 
method was worked out independently by MeCance and 
Widdowson (1951) by which the weight of the cell mass 
was calculated from the cell water, and the weight of the 
extracellular system from its volume. The fat was again 
derived from the difference between the sum of these 
figures together with the bony materials, and the body- 
weight. The advantage of this method was that it could 
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Fig. 3—Composition of the body in health. 








be applied to people with abnormal “ leans ’’—to people 
with cedema for instance. 

Fig. 2 shows the line relating normal weight and height 
and the composition of the body of four imaginary 
young men, A, B, C, and D. C differed from A only in 
muscular development, D only in the amount of fat in 
his body. Notice how three people of the same weight 
can vary in composition, and that a light man (A) 
may have exactly the same composition as a heavy 
man (B) if he is not so tall. Table 1 shows the variations 
in the percentage of fat found by McCance and Widdowson 
(1951) in a group of men and women, all of whom regarded 
themselves as normal and were accepted as such for this 
investigation. The variations are large and should be 
studied. The lean parts of all these people were much 
more constant in composition and always contained 
70-72% of water. 

As people get older their weight tends to increase. 
This is due to laying down fat, but another change usually 
takes place at the same time which masks the large 
amounts actually being deposited. This is the reduction 
of cell mass due to reduced activity which generally 
accompanies advancing age (Brozek 1952). Welham and 
Behnke (1942) have made a series of individual analyses 
of the bodies of athletic young men, and compared them 
with those of groups of naval men who were not athletes. 
When the sailors and the athletes were the same weight 
the former were 
found to contain 
much more fat and 
correspondingly less 
muscle (see fig. 2). 
Brozek (1952) has 
made a study of 
active and sedent- 
ary middle-aged 
men and obtained 
a similar result. 

Fig. 3 shows the 
composition of the 
body of a very fat 
woman and of that 
old friend the 70-kg. 
man whom we have 
all known from our Weight 7ikg. Weight 104 kg. 
student days. I Height 152m. Height 165m. 
have taken the Fig. 4—Composition of the body of a fat boy. 
liberty of adding 
myself as an example of a thin person. The enor- 
mous amounts of fat being carried about by Mrs. 
Gross are a terrible warning to the overindulgent. 
Not that they are records by any means: Daniel 
Lambert, whose height was 5 ft. 11 in., weighed 739 lb. 
when he died (aged 39) in 1809 (Gould and Pyle 1900, 
Encyclopedia Britannica 1910-11) ; I expect that about 
530 lb., or 240 kg., of this was fat. Coe (1751-52) recorded 
a grocer of height 5 ft. 9 in. who died at the age of 30 
weighing 616 lb.—probably 425 lb., or 192 kg., of it pure 
fat. Women have been recorded up to 850 lb. (Notes 
1878, Correspondant, France 1890), which make Mrs. 
Gross seem light; but even her burden weighed more 
than the 70-kg. man did, and still more than I do. And, 
furthermore, Mrs. Gross had no more cell mass than I 
have with which to carry about all this weight. No 
wonder her complaint was breathlessness. There is 
another rather interesting thing about her. She had a 
little too much extracellular fluid in her “ lean’’ (Odier 
and Mach 1949). This may be regarded as the additional 
blood, lymph, and tissue fluids necessary for the nourish- 
ment of that great mass of fat. Quantitative work lends 
no support to the views of those who believe that obesity 
is due to a retention of water (Oertel 1891, von Noorden 
1910, Grafe 1920, Copeman 1950, Greene 1950, Ham- 
burger and Mathé 1952). 
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Fig. 4 shows the progress of obesity in a boy aged 11 
ears when first seen and aged 14 when next investigated. 
de added 13 em. to his height in this time and developed 
his muscular mass 
to some extent, but 
EDD EXTRACELLULAR FLUID more than half of 
E83 FAT his increase in 
weight was due to 
fat, and the propor- 
tions of his body 
changed for the 
worse. 

If an obese 
person’s weight is 
reduced by a diet 
containing enough 
protein to maintain 
the cell mass, the 
evidence is that the 
loss of weight is 
entirely due to a 
loss of fat. The N 
balance is not nega- 
tive (Newburgh 
1944). Fig. 5 shows 
results which we 
have ourselves 
obtained. 

Fig. 6 shows the 
composition of a 
very under- 
nourished man. 
He was a German, 

: VW = just back from 
a b a Russian labour 
camp. I have again 
inserted myself, 
for comparison, and 
fig. 6 also shows the effect of two months’ ease and plenty 
on the undernourished German. He had very little fat 
in his body when he first came back; but so have I, 
and it is clear that a small amount of fat in the body is 
no proof of undernutrition. A rapid fall in the amount 
is better evidence, but the most characteristic feature 
of real undernutrition is an increase in the amount of 
extracellular fluid in the ‘‘ lean’ and a decrease in the 
cell mass. This only begins to happen to any extent after 
considerable loss of weight, unless the protein intake is 
insufficient to meet the body’s requirements, when it 
must begin to happen from the first. 
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Fig. 5—Composition of a fat woman (a) and 
the same woman after ‘“‘ slimming ’”’ (b). 
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Fig. 6—Composition of a thin man (a), an undernourished man (b) 
and the undernourished man after rehabilitation (c.) 
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There is no difficulty about explaining most of these 
changes. The deposition of fat is due to the food entering 
the system providing more energy than the activities 
of the body demand. The loss of fat and cell mass 
in undernutrition are equally simply explained. They 
have been mobilised and metabolised to provide the 
energy and amino-acids for organs like the kidney, brain, 
and heart which have maintained the essential services 
of the body. The increase in extracellular fluid is probably 
due to a number of causes. Replacement is certainly one. 
As the fat in the marrow is removed its place is taken by 
extracellular fluid. A vacuum in the bones would be 
impossible, and extracellular fluid is the only material 
with which the spaces previously occupied by fat could 
be filled. As undernutrition gets worse, the large deposits 
of fat round the kidney and in other sites become spongy 
masses of connective tissue and extracellular fluid. 
Similar changes take place in the subcutaneous tissues. 
Another reason for the increase in extracellular fluid in 
the body is the change in the relationship of surface area 
to body-weight. Surface area decreases much less than 
the body-weight and consequently the large amounts of 
extracellular fluid in the skin come to contribute more 
and more to the body-weight. There may be changes in 
the level of suprarenal activity, and many other sugges- 
tions have 
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cells, it is 
curious that 
all under- 
nourished 
people do not get great collections of extracellular 
fluid in the dependent parts. Some do, and hunger 
cedema has become one of the proof marks of advanced 
undernutrition; but it is surprisingly uncommon. 
People can die of chronic undernutrition without ever 
having had oedema. Animals very rarely get it. If 
it does appear in man its volume is usually only a small 
fraction of that of the surplus extracellular fluid which 
the sufferer is carrying, and its appearance should be 
regarded as an incident rather than a milestone in the 
march of the disease (Widdowson and McCance 1951). 
The changes which have been discussed are charac- 
teristic of the body as a whole, but not necessarily of the 
organs or of the cells. Starvation for six days did not 
increase the percentage of extracellular fluid in the liver 
of rats, nor reduce the percentage of protein, although 
the weight of the organ fell and of the cells in it (Harrison 
1953b). The loss of weight was largely due to the loss of 
protein and water in the proportions in which they were 
initially present in the cells (fig. 1) but the percentage 
of fat actually rose in female cells. Fig. 7 shows other 
observations that have recently been made. The cells 
lost no desoxynucleic acid or copper—both constituents 
of the nucleus—and consequently their percentage in 
the liver as a whole would have gone up. The amount 
of iron in the liver cell may actually increase due to the 
deposition of iron which has become functionally redun- 
dant elsewhere in the body. Water and potassium fell 
in equivalent amounts so that there was no osmotic or 
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Fig. 7—Percentage gains of losses of minerals from 
liver cell of male rats. 
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TABLE II-—PROTEIN KATABOLISM AND OXYGEN CONSUMPTION 
DURING STARVATION 





| 
| Infants tome Old men 
B.M.R. (cals./kg./24 hr.) | ~ 60 | aes har aie 
Nitrogen katabolised (g./kg./24 hr.).. 0-075 0-17 0-12 
Percentage of calories derived from 
protein ae ~ | | 15-20 15-20 


ionic disorganisation. These findings bring to mind 
Gamble, Ross, and Tisdall’s classical work in 1923, and 
help us to understand how surprisingly normal an under- 
nourished person or animal may remain. If undernutri- 
tion produced changes in the composition or in the 
osmotic pressure of the body-fluids, as well as in their 
volume, its effects would be far more devastating than 
they are. 

Fragmentary as these observations are at present, they 
demonstrate the great risk of premature generalisations 
about the results of overnutrition and undernutrition. 
Their effects must be expected to vary according to the 
system upon which attention is being directed. Organs 
may not behave like the body as a whole, and the com- 
position at the start must make a difference to the train 
of events later on. Unlike the liver cells of the healthy 


adult female rat, for instance, which contain almost no~* 


fat, the liver of the newborn guineapig contains 12% of 
fat, and undernutrition may reduce this in a fortnight 
to 5%. Age also must be expected to alter the effects of 
overnutrition and undernutrition. We have recently been 
investigating a very striking instance of this (table 1). 
Protein provides about 19% of the basal energy require- 
ments of a healthy starving man, and he breaks down 
about 0-17% of his body nitrogen per kg. of body-weight 
per day. This was well known, or at any rate the informa- 
tion necessary to establish the point was obtained many 
years ago. We have recently found, however, that 
protein provides only about 4% of the basal energy 
requirements of a normal newborn baby, so that, in 
spite of his higher basal metabolic rate per kg. of body- 
weight, he breaks down in starvation only 0-075 g. of 
his body nitrogen per kg. of body-weight per day 
(McCance and Strangeways 1954). We have no knowledge 
at present of how the protein is held in the tissues, but 
we may think of it tentatively as being due to the action 
of a growth hormone which continues even during starva- 
tion to direct the metabolic turnover of amino-acids 
towards anabolism (Greenbaum 1953). 


Growth and Longevity 

There are often great differences between the sizes of 
two littermates. One piglet, for example, may be three 
times the size of another, probably because of differences 
in the nutrition of the two foetuses in utero. The placing 
of a placenta may make all the difference between success 
and failure. There is probably a limit to the amount of 
nutrients which a mother can pass to her young in utero, 
for twins are generally smaller than single babies (Blegen 
1953), and this is true of animals also (Hammond 1952). 

The weights of the infants born in an undernourished 
community appear to be slightly smaller than those 
born in the same community if it is in good nutritional 
shape (Smith 1947a and b, Keys, Brozek et al. 1950, Dean 
1951). These differences may seem small, but they may 
be made much larger in animals and can be magnified 
in man also if the tendency of overnourished and obese 
women to produce very large babies is taken into account 
(Jackson 1952). Hammond and his fellow workers (1952) 
have shown the importance of a high plane of nutrition 
during the last weeks of pregnancy in domestic animals 
if strong and fully developed offspring are to be expected 
at term. The young of a mother on a low plane of 
nutrition are anatomically and physiologically immature, 
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and, although they are the correct calendar age at term, 
they resemble the premature offspring of a mother on a 
high plane of nutrition. In other words undernutrition 
has delayed the whole process of development without 
otherwise interfering with it, so that the animal’s bio- 
logical age is younger than its calendar age would lead 
one to expect. If the gestation period of the mothers on 
a low plane of nutrition could be artificially prolonged, 
by progesterone for instance, the probability is that they 
would ultimately deliver themselves of young which 
were some weeks or months older by calendar from their 
conception date than their developmental (i.e., their 
biological) age would suggest. 

Undernutrition also delays the growth of animals after 
birth and may modify their form for any given calendar 
age. The farm animals have been studied more than 
any others (Hammond 1952); but the same fact has 
often been demonstrated in rats, and also that these 
animals have the capacity to make good this delay in 
their biological development if they are given the chance. 
It has also been shown, however, that protracted under- 
nutrition in rats not only greatly delays the rate of growth 
but also very materially prolongs the calendar life of the 
animals (McCay et al. 1939, McCay 1952). Senility over- 
takes them only when they are allowed to eat their fill 
and so complete their development and become mature. 
It seems desirable that more of these experiments should 
be done particularly on other animals which do not con- 
tinue like the rat to grow slowly throughout most of their 
lives. Only thus will it be possible to find out whether 
the epiphyses in the long bones remain ununited long 
enough to enable all such animals to attain a reasonably 
normal size. Nutrition may not be the cause of al] the 
difference (Ministry of Health 1953), but if the heights 
attained by wealthy and slum populations are any 
indication of what might be expected to happen in man, 
it would look as though the epiphyses would unite before 
a perpetually undernourished youth could attain the full 
stature to which he was heir. The effect of retarding the 
growth of animals on their mental development offers a 
wonderful field of investigation to anyone who can 
acquire the necessary facilities. 

Part of our work in Germany in 1946 was to study the 
effects of a change of diet on a group of orphanage 
children who were known to have had a low calorie intake 
for some years. These children were shorter and lighter 
than English and American children of the same calendar 
age. Their ‘‘ bone age’’ was also younger. The change 
of diet provided the children with unlimited calories— 
largely in the form of bread. It also provided some 
ealcium and vitamin D, although there is no evidence 
that the children were in need of the vitamin. After a 
year of unlimited calories the children were nearly as tall 
and heavy as English and American children of similar 
calendar ages and their bone age had also increased by 
nearly two years. They were, like the rats, making up 
for lost time ; but by raising their rate of development 
in this way the children’s biological age was increased 
by nearly two years within the space of only one year on 
the calendar. This may have been a nutritional triumph, 
but further reflection leads me to suggest that we may 
have taken six to twelve months off those children’s 
expectation of life by feeding them up in this way. ‘‘ The 
race is not’’ necessarily ‘‘ to the swift nor the battle to 
the strong . . . but time and chance happeneth to 
them all ’’ (Eeelesiastes, chap. 9, verse 11). We may be 
shortening the lives of the generation now growing up in 
this country by trying to make them grow faster with 
schoo] meals and school milk. 

Children who are generally overweight have been found 
to be taller and to have an older bone age than their 
calendar age would lead one to expect (Bruch 1939, 
Le Marquand 1951). There is, therefore, some evidence 
that the rate of growth can be forced by overfeeding. 








~~ ain tio 








ion 
ut 
10 - 
ad 


ed, 
ley 
ich 
eir 
eir 


ter 
lar 
an 
1a8 
ese 


er- 
rth 
the 
er- 


re. 
uld 
mn- 
eir 


ng 
nly 
the 
its 
ny 
an, 
ore 
ull 








THE LANCET] ORIGINAL 


{ow this comes about is at present a matter of conjecture 
ut there are two possibilities. Firstly, if overnutrition 
eads initially to hypertrophy of the islets of Langerhans, 
nuch insulin may be available and liberated in the body 
luring the earlier years of a career of overnutrition—and 
there is evidence that insulin can act as a growth hormone 
Best 1952). Secondly, the more food eaten the more 
saliva is likely to be produced and swallowed, and, if 
Granados (1951) is correct in finding that human saliva 
contains a growth-promoting factor for the golden 
hamster, it may possibly contain one for man himself 
and perhaps be one of the factors which helps to keep 
nutrition and growth ‘in step.” 

Overnutrition and obesity certainly tend to shorten 
ap adult’s life. All are agreed about this: life-assurance 
statistics show it (Newburgh 1944, Evans 1952); animal 
experiments confirm it (McCay et al. 1941, Kennedy 
1951, Hansson et al. 1953). To some extent this 
premature demise may be attributed to purely mechani- 
cal causes. The rats, for example, get so fat that 
they become almost immobile. They are no longer 
able to clean themselves, they drag themselves round 
their cages, and parts of the skin which are subjected to 
unusual pressure or friction lose their fur and ulcerate. 
The fat man is more likely to break his ankle or his 
femur if he slips off the kerb, and he is always a worse 
operation risk than the thinner man in the next bed. 

Overnutrition, however, interferes with the expectation 
of life in much more fundamental ways than these 
(Hansson et al. 1953), and some instances of its effects 
must be considered. There has been a controversy 
for many years as to its influence on the composition 
of the serum. The level of cholesterol therein has 
been the focus of interest owing to its relation to 
arterial degeneration from which the overnourished 
are particularly liable to suffer (Gardner and Gains- 
borough 1928, Okey and Stewart 1932-33, Steiner 
and Domanski 1941, Gertler, Garn, and Lerman 1950, 
Gertler, Garn, and White 1950, Moses et al. 1952). 
Groen et al. (1952) found that a frugal vegetarian diet 
tended to give lower values in the serum, even in young 
adults, than a rich diet containing much meat, cheese, 
and eggs, but the most important contributions to this 
subject in recent years seem to have been those of Keys 
and ‘his fellow-workers (Keys, Mickelsen et al. 1950, 
Keys et al. 1952). Keys (1952) pointed out that some 
people and some families have naturally high serum- 
cholesterol and that they tend to get arteriosclerosis very 
young. He also showed that, in man, putting up the 
cholesterol intake at any age did not usually raise the 
serum-cholesterol, although it had some effect in old 
people. According to him the serum-cholesterol tends to 
increase with age, and this is due to the consumption not 
so much of cholesterol as of fat. Im undernourished 
communities the serum-cholesterol may even fall after 
the age of 35, and if the intake of fat is kept very low it 
may not continue to rise after this age even if the nutri- 
tion is adequate. We can confirm these findings about 
serum levels in undernutrition from a limited series of 
men who were investigated in Germany in 1946 (fig. 8) 
(Sherlock and Walshe 1951). 

A high blood-pressure is one of the results of over- 
eating, although there is always some uncertainty about 
the measurement in very fat people. The change seems 
to precede arterial degeneration, and may perhaps be a 
cause of it. At all events hypertension has been shown 
to be associated with obesity in quite young people (Odell 
and Mengert 1945), and the fat boy of 14 to whom refer- 
ence has already been made has a blood-pressure of 
160/80. 

Overnutrition certainly predisposes to diabetes. This 
is as true of mice (Mayer et al. 1952) as of men (Evans 
1952). Are we to assume that this is due to arterial 


degeneration of the vessels supplying the islets? Prob- 
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Fig. 8—Cholesterol in serum of American citizens and undernourished 
German men: X——X, average for 1500 men in Minnesota ; 
@, individual undernourished men in Germany in 1946. 


ably not, because in the mice the islets are hypertrophied 
when the animals get diabetes and, moreover, urder- 
nutrition in any community decreases the incidence and 
mortality from diabetes, so that the plane of nutrition 
itself seems to be the important variable. It seems more 
reasonable to regard the diabetes of overnutrition as a 
failure of the islet tissue to keep pace with the metabolic 
demands made upon it. A similar reason may underlie 
the other pathological lesions which have been described 
in the kidneys and other organs of obese animals (Brobeck 
et al. 1942-43a, Brobeck 1946, Bleisch et al. 1952). In 
other words, these lesions are not just the secondary 
effects of a rise in the serum-cholesterol and arterio- 
sclerosis, but are really specific signs of premature old 
age and the converse of the prolongation of youth 
conferred by undernutrition. The latter is a much more 
stimulating thought. Underfeeding has been shown to 
prolong the life of a protozoon, Tokophrya infusionum 
(Rudzinska 1951). Forcing the metabolic pace may well 
turn out to be an ageing factor in cells in many parts of 
the body of higher animals, and it is certainly possible 
that the easiest way to add five years to man’s expectation 
of life would be to prolong his years of growth on the 
calendar by controlled undernutrition and to maintain 
him on a low plane of nutrition for the rest of his life. 
The infectious diseases like tuberculosis might cause 
trouble, but if the brave new world of the future is ever 
enticing enough to make a man wish to pay this price 
for another five years in it, such things may have ceased 
to trouble us. ‘‘ For the dyet of youth is not convenient 
for old age nor contrariwise ’’ (Cogan 1588). 


Psychological Effects 

Restlessness, movement, and overactivity seem to be 
very fundamental aspects of mild undernutrition. They 
are displayed by animals as low in the scale of evolution 
as hydra, which is only 2 cells in thickness and possesses 
a most primitive nervous system (Bu®hsbaum 1953), as 
well as by mammals like rats which, when they are 
underfed, behave in rather a characteristic way. They are 
always on the move ; they leap up on the side of the cage 
whenever they are approached; and when they are 
given food they do not eat it quietly in the normal fashion 
but carry it about and try to make little piles of it in the 
corners. These their fellows at once steal and place 
elsewhere—and so the act goes on. Rats deprived of all 
food behave rather differently in our experience and tend 
to lie huddled together after a day or two, without much 
movement. A considerable amount of work has been 
done on the increased movement of hungry rats (see 
Keys, Brozek et al. 1950) and much more might profitably 
be done on the basic effects of overnutrition and under- 
nutrition on animal behaviour. So far as man is concerned 
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a good state of nutrition is essential for mental content- 
ment, and the converse would appear also to be true, for 
psychological trauma can impede growth (Widdowson 
1951). 

A disinclination for physical exertion often makes fat 
people appear placid ; and they may be—in fact this 
may be one of the reasons why they are fat. But some of 
the men who have made their mark on history have been 
distinctly stout-——William the Conqueror, for instance, 
and Sir Winston Churchill. When Julius Caesar wished 
to have men about him that were fat, he really meant, | 
think, well-nourished men, and fatness was his proof of 
this. 

The psychological effects of undernutrition have a 
literature which goes back to the dawn of history (Keys, 
Brozek et al. 1950, MceCance 1951, Helweg-Larsen et al. 
1952). No summary of it can possibly do justice to the 
force and pathos of the originals. Famine in some shape 
or form has been the lot of prisoners, castaways, explorers, 
the populations of cities, and even of whole countries 
and, although the writers have mostly been sufferers as 
well, and consequently liable to subjective bias, the 
accounts they have given leave no doubt about the effects 
of famine on behaviour. 

As food gets short, people begin to get very careful 
about wasting it. Later everything that can be eaten is 
diligently sought, and leaves, grass, and even earth may 
be taken in the hope of deriving some help from them 
(MeCance 1951). Where hunger and satiety are fellow 
citizens, the rubbish-bins of the rich are scavenged for 
everything edible in them by the starving poor. As the 
famine gets worse, food begins to occupy more and more 
of people’s thoughts ; other interests lapse and after a 
time it becomes the only topic of conversation and the 
cause of ceaseless activity. Loyalties change as the 
organisation of society breaks down. At first any food 
obtained will be shared with the family or group which 
has a common table. This was the position in Wuppertal 
when we were there in 1946-47. When a small present of 
food was taken to someone in a German family it was 
obvious that everyone in the household would have the 
chance of sharing it ; but the parcel was at once concealed 
if the doorbell rang for another visitor—all very reminis- 
cent of the undernourished rats. When famine gets very 
bad it tends to become a matter of every man for himself. 
The behaviour of the ‘‘ population ’’ as a whole depends 
upon its morale. If this is good—and it has been very 
good in many of the picked parties of explorers who have 
run short of food (Shackleton 1909, and see Keys, Brozek 
et al. 1950)—this last stage may be postponed almost 
indefinitely. It probably developed most rapidly and 
was to be seen at its worst in the concentration camps, 
where group loyalties were almost non-existent. “‘ Fights 
and flogging practically always attended the distribution 
of food, calling to mind the feeding of animals at the 
z00 ”’ (Helweg- ‘Lareen et al. 1952). Whatever the morale, 
standards of behaviour always tend to fall with the 
supplies of food. Black-marketeering, thieving, plunder, 
and even murder become commonplace events and no 
power on earth can prevent them. 

In the last stages people may become completely 
apathetic to all that goes on around them. They lose all 
their self-esteem, their interest in their neighbours, male 
or female, and even in the struggle for food. When this 
happens the end is not very far away. 


Closing Reflections 


Hitherto research on nutrition has been directed largely 
by circumstances or economic reasons. Wars have led 
to widespread undernutrition, prosperity has filled the 
clinics with preventable obesity—and consequently both 
have been studied. Animal husbandmen have bred and 
fed their animals for rapid maturity and marketable 
qualities and political husbandmen have come near to 
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doing the same for children. Curiously little work or 
thought has been devoted to a study of the desirable 
plane of nutrition for the different years of human 
endeavour. 

Why such a plane should be desirable and how to 
achieve it have been still less considered. Yet, judging 
by the figures for infantile mortality, the child of mean 
size at the time of delivery stands a better chance of 
survival than an underdeveloped one or one which has 
grown too great in utero. The reasons are often clear 
enough ; but how to produce the happy mean is another 
matter. It would, however, be a minor triumph of 
preventive medicine if all babies ow be brought to 
delivery weighing between 6'/, and 71/, Ib. We cannot 
define the desirable levels of siatrition ‘later in life, nor 
yet how they can be achieved. They have not yet been 
studied realistic: ally. Haldane (1940) once wrote a little 
essay “on being the right size.’’ One day someone may 
write a book ‘‘ on being i in the right plane of nutrition.” 
There is one, that is certain, for every age; but is it 
necessary to drink 500 ml. of milk a day throughout life, 
or to eat 50 g. of animal protein in order to attain it ? 
Some politicians are sure it is, but I am not. I certainly 
hope not, for I see no hope of providing the hungry 
millions of this world with either of these good things. 

I have a feeling that we should think of how to achieve 
that happy mean in matters of nutrition which may well 
enable us to reduce infantile mortality and to prevent 
the vigour of life from being weakened by the insidious 
onset of old age. yndév ayav may well turn out to be 
the legend for one of the signposts on the nutritional 
road to health. 


These lectures have been prepared jointly with Dr. E. M. 
Widdowson. I have had the priv ilege of delivering them} but 
if they have any merit, half of it is due to her. 


REFERENCES 
Behnke, A. R. (1942) See lecture 1 
— (1945) The absorption and elimination of gases of the body 
in Mi to its fat and water content. Medicine, 24, 359. 

Best, C. H. (1952) Insulin. Diabetes, 1, 257. 

Blegen, . D. (1953) The premature child. The incidence, etiology, 
mortality and the fate of the survivors. Acta pediat., Stockh. 
42, suppl. 88. 

Bleisch, V. R., Mayer, J., Dickie, M. M. (1952) Familial diabetes 
mellitus in mice, associated with insulin resistance, obesity, and 
cme of the islands of Langerhans. Amer. J. Path. 28, 
369 

Brobeck, J. R. (1946) See lecture 1. 

Tepperman, J., Long, C. N. H. (1942—43a) See lecture 1. 

Brozek, J. (1952) See lecture 1. 

Bruch, H. (1939) Obesity in childhood: 1, Physical ay and 
development of obese children. Amer. J. Dis. Child. 58, 457. 

Buchsbaum, R. (1953) See lecture 1. 

Chossat, C. (1843a) Recherches gp a ntales sur l’inanition 
Ann. Sci. Natur. 2¢ ser. (Zool). 20, 

— (1843b) de l’alimentation ade eal Ibid, p. 182. 

Coe, T. (1751-52) A letter from Dr. T. Coe, Physician at Chelmsford 
in Essex to Dr. Cromwell Mortimer, Secr. R.S. concerning 
Mr. Bright, the fat man at Malden in Essex. Phil. Trans. 47, 
188. 


Cogan, T. (1588) The Haven of Health, or, The art of prolonging 
life by the force of physicke. London. 

Copeman, W. 8. C. (1950) Discussion on obesity. Proc. R. Soc. Med. 
43, 346. 

( oo ie France (1890) The death of a phenomenon. Méd. Pr. 
50, 1 


Dean, R. F. A. (1951) The size of the baby at birth and the yield 
of breast milk. Studies of undernutrition, Wuppertal 1946-9. 
Spec. Rep. Ser. med. Res. Coun., Lond. no. 275. 

Edwards, D. A. W. (1950) See lecture 1. 

Encyclopedia Britannica (1910-11). London; vol. xv, p. 106. 

Evans, F. A. (1952) Obesity. Duncan’s Diseases of Metabolism. 
Philadelphia and London. 

Gamble, J., Ross, G. S., Tisdall, F. F. 7 Ba metabolism of 
fixed base during fasting. J. biol. Chem. 33. 

Gardner, J. A., Gainsborough, H. (1928) Studies on the cholesterol 
content of normal human plasma: 3, On the so-called alimen- 
tary hypercholesterolemmis. payne. J. 22, 1048 

Gertler, M. M., Garn, M., Lerman, J. (1950) The inte rrelationships 
of serum choletesol, ‘cholesterol esters and phospholipids in 
health and in coronary artery disease. Circulation, 2, 205. 

- — White, P. D. (19 ~ Diet, serum cholesterol and coronary 
‘artery disease. Ibid, p. 696. 

Gould, G. M., Pyle, W. L. (1900) Anomalies and Curiosities of 
Medicine. Philade Iphia; p. 357. 

Grafe, E. (1920) Zur Pathologie und Therapie der sogenannten. 

* Konstitutionellen ” Fettsucht. Dtsch. Arch. klin. Med. 133, 41. 

Granados, H. (1951) Nutritional studies on growth and re progeeven 

of the golden hamster. Acta physiol. scand. 24, suppl. 








— ee CO 









yut 


dy 


‘tes 
und 
28, 


and 
ion 


‘ord 
ing 

47, 
ring 


Ted. 


ield 
6-9. 


ism. 
n of 


terol 
nen- 
hips 
s in 
. 

nary 


s of 


iten. 
, 41. 
tion 





Greenbaum, 





THE LANCET} ORIGINAL 


A. L. (1953) Changes in body composition and respira- 
tory quotient of adult fe nga _ treated with purified growth 
hormone. Biochem. J. 54, 

Greene, R. (1950) Discussion on 7 will Proc. R. Soc. Med. 43, 244. 

Groen, J., Tjiong, B. K., Kamminga, C. E., Willebrands, A. F. 
(1952) The influence of nutrition, individuality and some other 
factors, including various forms of stress, on the serum choles- 
terol: an experiment of nine months duration on 60 normal 
human volunteers. Communication to the Ist Ihternational 
Congress of Dietetics, Amsterdam. Voeding, 13, 556. 

Haldane, J. B. 8S. (1940) Possible Worlds. London. 

Hamburger, J., Mathé, G- (1952) Physiologie normale et patholo- 
gique 7” métabolisme de l’eau. Paris. 

Hammond, J. (1952) Farm Animals: their breeding, growth, and 
inheritance. London. 

Hansson, R., Brannang, E., Claesson, O. (1953) Studies on monozy- 
gous cattle twins: xiii, Body development in relation to heredity 
and intensity of rearing. Acta agric. scand. 3, 61. 

Harrison, M. F. (1953a) Composition of the liver cell. 
Soc. B, 141, 203. 

(1953b) Effect of starvation on the composition of the liver 
cell. Biochem. J. 55, 204. 

Helweg-Larsen, P., Hoffmeyer, H., Kieler, J., Thaysen, E. H., 
Thaysen, J. H., Thygesen, P., Wulff, M. H. (1952) See lec ture I. 

Howarth, S. (1951) Cardiac output and the ow circulation. 
Studies of undernutrition, Wuppertal 1946-9. Spec. Rep. Ser. 
med. Res. C oun., Lond, no. 275. 

Jackson, W. P. U. (1952) Studies in pre-diabetes. Brit. med. J. ii, 690. 

Kennedy, G. C. (1951) See lecture I. 

Keys, A. (1952) The cholesterol problem. Voeding, 13, 5 

— Brozek, J., Henschel, A., Mickelsen, O., Taylor, H A (1950) 
See lecture I. 

— Findanza, F., Scardi, V., Bergami, G. (1952) The trend of 
serum cholesterol levels with age. Lancet, ii, 209. 

Mickelsen, O., Miller, E. U. O., Hayes, E. R., Todd, R. L. 
(1950) The concentration of cholesterol in the blood serum of 
normal man and its relation to age. J. clin. Invest. 29, 1347. 

Le Marquand, H. 8. (1951) Obesity in children. Proc. R. Soc. Med. 
44, 458. 

Lee S. M. (1897) L’inanition du noyau cellulaire. Rev. 
sci . Ske 

(1898) Sur les modifications du volume des noyaux des 
cellules hépatiques chez la souris blanche sous l’influence de 
Vinanition complete et incompléte comparativement & )’alimen- 
tation normale. Arch. Sci. biol. St. Petersb. 6, 81, 

(1899) De Vinfluence du jedne absolu sur les dimensions des 
noyaux de |’épithelium rénal chez la souris blanche. Ibid, 7, 168. 

McCance, R. A. (1951) See lecture 1. 

Barrett, A. M. (1951) The effect of undernutrition on the skin. 
Studies of undernutrition, Wuppertal 1946-9. Spec. Rep. Ser. 
med. Res. Coun., Lond. no. 275, 

Dean, R. F. A., Barrett, A. M. (1951) Enlargement of the 
paronse glands. Studies in undernutrition, Wuppertal 1946-9. 
Ibid. 

Strangeways, W. M. B. (1954) Protein catabolism and oxygen 
consumption during starvation. Brit. J. Nutr. 8 (in the press). 

Widdowson, E. M. (1951) See lecture 1. 

MeCay, C. M. (1952) Chemical effects of ageing and the effect of 
diet upon ageing. Jn Cowdry’s Problems of Ageing. Baltimore; 

p. 139. 

Maynard, L. A., Sperling, G., Barnes, L. L. (1939) Retarded 
growth, life span, ultimate body size and age changes in the 
albino rat after feeding diets restricted in calories. J. Nufr. 
18, 


‘Proc. roy. 


— Osgood, H.S. poss) Pywaapalsequiveme nts during 
the latter half of life. Ibid, 21, 

Mayer, Russell, R. E., Bates, M. Ww. Dickie, M. M. (1952) Basal 
oxy 4h, yg of hereditarily obese and diabetic mice. 
Endoc rinology, 50, 318. 

Ministry of Health (1953) On the State of the Public Health and 
Nutrition. London. 

Morgulis, 8. (1923) See lecture I. 

Moses, C., Rhodes, G. L., Leatham, E., George, R. 8S. (1952) Effect 
of cholesterol feeding during pregnancy on blood cholesterol 
levels and placental vascular lesions. Circulation, 6, 103. 

Newburgh, L. H. (1944) See lecture 1. 

Notes (1878) A gigantic innkeeper. Lancet, i, 297. 

Odell, L. D., Mengert, W. F. (1945) The ov erweight obstetric patient. 
J. Amer. med, Ass. 128, 87. 

Odier, J., Magh, R. 8. (1949) Le volume du liquide extra-cellulaire 
chez les obéses. Praxis, 38, 83 

Oertel, M. J. (1891) Allgemeine Therapie der Kreislauf-stérungen. 
Leipzig; p. 147 

Okey, R., Stewart, D. (1932-33) ty and blood cholesterol] in 
normal women. J. biol. Chem. 99, 717 

Osserman, E. F., Pitts, G. C., W ~ ti W. C. , Behnke, A. R. (1950) 
In vivo measurement of body fat and body water in a group 
of normal en. J. appl. Physiol. 2, 633. 

Rudzinska, M. A. (1951) The influence of amount of food on the 
reproduction rate and longevity of a suctorian (Tokophrya 
a Science, 113, 10. 

Shackleton, E. H. (1909) The heart of the Antarctic. London. 

Sherlock, S., Walshe, V. M. (1951) Hepatic structure and function. 
Studies of undernutrition, Wuppertal 1946-9. Spec. Rep. Ser. 
-_ Res. Coun., Lond. no. 275. 

Smith, C. A. (1947a) Effects of maternal undernutrition soon the 
eatin infant in Holland (1944-45) J. Pediat. 30, 

— (1947b) The effect of wartime starvation in Holland. Rome 

pregnancy and its product. Amer. J. Obstet. Gynec. 53, 

Steiner, A., Domanski, B. (1941) Dietary radia ee Se nell 
Amer. J. med. Sci. 201, 820. 

von Noorden, C. (1910) Die Fettsucht. Vienna and Leipzig. 

Welham, W. C., Behnke, A. R. (1942) T ine specific gravity of healthy 
men. J. Amer. med. Ass. 118, 49 

Widdowson, E. M. (1951) Mental conte nee nt and physical growth. 
Lancet, i, 1316. 

— McCance, R. A. (1951) The effect of undernutrition and of 
posture on the volume and composition of the body fluids. 
——- of undernutrition, Wuppertal 1946-9. Spec. Rep. Ser. 
med. Res. Coun., Lond. no. 275. 





ARTICLES focr. 10, 1953 745 








TRANSFUSION BY THE INTRA-ARTERIAL 
ROUTE 


ALLAN 8S. Brown 
M.B. Edin., F.F.A.R.C.S. 
CONSULTANT ANXSTHETIST, DEPARTMENT OF SURGICAL 
NEUROLOGY, ROYAL INFIRMARY, EDINBURGH 

THIS paper is based on one read in 1951 before the 
Association of Surgeons of Great Britain and Ireland ; 
its purpose is to indicate the benefits, in certain circum- 
stances, of retrograde intra-arterial transfusion and to 
discuss the possible dangers if solutions other than blood 
are used. 

The history of intra-arterial transfusion dates back to 
the beginning of this century. Nearly fifty years ago 
Crile and Dolley (1906) showed that retrograde arterial 
perfusion with Ringer’s solution to which adrenaline and 
hirudin had been added would consistently restart a 
heart stopped by an overdose of chloroform or ether. 
This response was elicited up to 5 minutes after cardiac 
arrest and despite the failure of cardiac massage. 

This fact supported the findings of Sollman (cited by 
Crile and Dolley 1906), who postulated that the initiation 
of cardiac action depended on raising the coronary per- 
fusion pressure to 30 or 40 mm. Hg and was not 
influenced by the qualify of the perfusing fluid ; indeed 
Sollman restarted the heart in physiological preparations 
by perfusing the coronary arteries with mercury. Once 
cardiac action had been initiated, however, the quality 
of the perfusant was important if the heart beat was to 
continue. 

Little attention seems to have been paid to these 
findings, for few references to arterial perfusion were 
published before Kemp (1933) suggested that retrograde 
arterial perfusion with physiological saline solution should 
be tried in man as a heroic measure to restart the heart 
after cardiac arrest during an operation. 

This method of treatment again lapsed into obscurity 
until Birillo (1939) and Negovsky (1945) claimed con- 
siderable success with it. Since then several short papers 
have appeared, mainly in America, each claiming that 
retrograde arterial perfusion has sadvantages over the 
normal intravenous route, but almost all emphasising 
the danger that local gangrene might follow its use 
(Kohlstaedt and Page 1943, Porter et al. 1948, Page 1947, 
Haxton 1952, Devitt and Widgerow 1951, Bayles 1951, 
Bingham 1952 

While trying to produce by bleeding a controllable 
level of circulatory depression in dogs, Kohlstaedt and 
Page (1943) found that the resulting hypotension could 
be more satisfactorily treated by intra-arterial than by 
intravenous replacement of blood. 


Clinical Evidence 

Experience in the departments of anesthetics and 
surgical neurology of Edinburgh University concerns 
vases in which retrograde intra-arterial injection is used 
to replace blood purposely withdrawn in the technique 
of preoperative exsanguination, or lost accidentally when 
large vessels are torn during the removal of a vascular 
tumour. 

For the past four years preoperative bleeding of the 
patient has been used as an aid in certain intracranial 
operations. Following premedication with ‘ Nembutal ’ 
gr. 3 and atropine gr. 41/;59 an hour before the operation, 
anesthesia was induced with thiopentone 0-5 g., and the 
larynx was intubated under direct vision, anesthesia 
being maintained with nitrous oxide and oxygen. 

After infiltration of the surrounding tissues with 2%, 
procaine solution the radial artery was exposed through 
a small transverse incision over the artery about 2 in. 
proximal to the radial-styloid process. The artery was 
tied, a small incision made in the vessel proximal to this 
ligature, and a cannula inserted which was connected 
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to a damped aneroid manometer and the blood-taking 
and transfusion set and was kept free from clots with 
intermittent injections of 1% sodium-citrate solution in 
saline solution. 

When the operation was about to start, blood was 
rapidly withdrawn into a bottle containing the appro- 
priate amount of sodium citrate until the desired degree 
of reactionary vasoconstriction was produced. This was 
usually achieved by the withdrawal of 500-1000 ml., the 
systolic blood-pressure falling to about 80-90 mm. Hg 
and the pulse-rate rising to not more than 120. The 
blood-pressure was maintained at the desired level by 
the addition or subtraction of such volumes of blood 
as were necessary. The blood-pressure was recorded 
directly from the manometer connected to the radial 
artery as well as by auscultation over the brachial artery 
of the other arm. 
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During the infusion of blood there was no recordable 


change in blood-pressure except for a very transient rise 
of about 5 mm. Hg at the start and a momentary com- 
parable fall on its completion. Thereafter the blood- 
pressure remained constant for 2-5 minutes and then 
rose to a new level over the next 10 minutes. 

Even after prolonged hypotension, lasting up to 6 
hours or more, the addition of a relatively small volume 
of blood intra-arterially was often sufficient to raise the 
systolic pressure from 70 to 80 mm. Hg. 

In an attempt to compare the responses to intravenous 
and intra-arterial injection, transfusions of 100 ml. of 
blood were given at the rate of 8 ml. a second. In each 
case the intravenous injection preceded the arterial one 
by half an hour, during which the patients’ circulatory 
responses were recorded. A similar observation period 
followed arterial transfusion. 


RESPONSES TO INTRA-ARTERIAL BLOOD-TRANSFUSION 


Blood- 
Blood-| flow 


Blood- 4 
Case] mime pressure — | ase Pulse-- Change in blood 
no. (am. knee |ocelu-| Tete | volume (ml.) 
& (%) ded 
(%) 
l 10.00 A.M. | 120/80 100 100 
500 
16.80 - .. 110/80 80 65 
10.40, 90/80 80 50 
11.00 ,, 90/70 100 85 Artefact 
ah) ae 86/70 70 50 
12.09 P.M. 90/70 60 50 
+100 ml. Lv. (8 
ml. per sec.) 
13.10 ,, 90/70 60 50 
a? 90/70 60 50 
13.30 _,, 85/60 60 he 
12.49 75/60 40 | 33 
+100 mil. LA. (8 
mil. per sec.) 
e 75/60 50 40 
i 80/60 50 45 
90/60 60 50 





+400 ml. 1.4. 
2.00 .,, 100/60 110 100 


2 10.30 A.M. | 110/80 | 100 100 
500 ml. 


10.40 ,, 110/85 120 110 
~250 ml. 
10.50, 90/80 66 50 
11.00 ,, 90/80 58 45 
50 3, 90/75 58 45 
+100 ml. Lv. (8 
ml. per sec.) 
12.00 noon 90/75 66 50 
12.30 P.M. 90/75 66 50 
+100 ml, La. (8 
ml, per sec.) 
12.32 95/80 75 70 
12.33 100/80 90 90 
1.00 100/80 80 75 


+650 ml. LA. 
Le 110/70 110 120 
3 10.15 a.m. | 100/80 100 
—-750 ml. 
10.20 ,, 75/70 ie 
10.30 ,, 80/70 54 


Intermediate results altered by hypothalamic stimulation 


12.30 P.M, 90/60 40 
. 90/60 54 
1.08 ,, 100/60 20 Hypothalamic 
stimulation 
1.09 ,, + . +50 mil. IA. 
Sa 100/60 46 
ae. « 90/60 33 
Lee. .. 110/60 73 +700 mi. T.a. 


1 11.30 A.M.) 110/70 100 
500 ml. 


11.30 95/80 90 

11.45 110/90 70 
250 mi. 

12.00 noon) 110/95 50 

12.30 P.M. | 105/90 30 

12.45 ,. 90/80 20 

12.50 : 90/80 110 Measured during 
transfusion of 
+200 mil. La. 
(8 ml. per sec.) 

12.51. 90/80 20 


n Blood-| 
|Blood- flow | | 
. | Blood- | flow | with | p .* i . 
Case Time Pressure | pejow | foot | Pulse-| Change in blood 
no. |} (mm. | knee | occlu-| Tate volume (ml.) 
He) | (%) | ded | 
(%) 
12.53 P.M. 90/80 35 


Cuff of recording chamber punctured 


5 = gee 110/70 100 
—750 ml. 
a 100/70 113 
1.50 ,, 100/50 73 
2.05 ,, 100/60 65 
—750 ml. 
2.10 ,, 100/60 40 
230 100/55 26 
+60 ml. 1.4. (8 ml, 
per sec.) 
sc a 100/50 40 


\) ae 100/50 46 
2.30 ,, 125/60 54 


ml. per sec.) 





ml. per sec.) 





1.10 ,, | 120/50 | .. } | 84 





B.28 « 130/70 54 
oe 130/60 66 
3.00 _—,, 130/60 66 
6 12.00 noon) 100/70 | 100 
500 ml: 
12.10 p.m. 100/70 80 
—250 ml. 
12.15 __,, 90/70 40 
—250 ml, 
12.20 ,, 80/65 20 
220 ., 75/60 20 
383  ,, 75/60 60 
Measured during 
transfusion of 
+100 ml. La. 
(8 ml. per sec.) 
2.04 ,, 75/60 70 
2.08 ~. 90/60 100 
3.10 ,, 80/60 180 
2208 .., 85/60 | 120 
8.00 , 80/60 50 
4.00 ,, 80/60 40 
508 -., 90/60 20 
+150 mil. Lv. (8 
| ml. per sec.) 
5.20 90/65 20 


+150 ml. La. (8 


2 90/65 20 
is 90/65 20 
os 90/65 30 
c 100/70 40 
es 100/60 110 +700 ml. 
7 10.00 A.M. | 120/80 100 
—200 ml. 
6.39 ° .. 110/80 80 
10.40 ,, 100/80 75 
00 .,. 100/80 75 
11.30 ,, 100/70 75 
+200 ml. 1a. (8 
ml. per sec.) 
12.00 noon!) 110/60 110 84 
12.10 P.M. | 120/50 100 88 
+200 ml. 1a. (8 
} ml. per sec.) 
3.08 70/40 c% | 52 
12.40 ,, 120/60 ap 80 | 
i” ae 80/40 er 40 | +200 mil. ra. (8 
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On a few occasions when blood was not available a 
rapid intravenous infusion of plasma was used in an 
attempt to combat the effects of a sudden massive 
hemorrhage. In those cases in which hypotension had 
been severe and lasted for 5-6 hours the patients’ 
responses to intravenous therapy were unsatisfactory. In 
one particular instance the patient’s condition was 
unaffected by the rapid ‘intravenous administration of 
1500 ml. of plasma. An hour later 150 ml. of blood was 
given by the retrograde arterial route, whereupon there 
was an immediate and sustained rise in blood-pressure, 
with a fall in pulse-rate. Plasma was not given intra- 
arterially, for reasons given below. 

Even with rapid rates of injection—e.g., 8 ml. a second 
—no sign of cardiac embarrassment was noted until the 
estimated restoration of blood volume was complete. 
Then the pulse suddenly slowed, the blood-pressure fell 
considerably, and there was pronounced peripheral vaso- 
dilatation. These circulatory changes were reversed 
spontaneously and completely within 2-3 minutes after 
the transfusion had been stopped. 


Plethysmographic Studies 


As already stated, the response to intra-arterial trans- 
fusion usually appeared after a delay of 2-5 minutes. In 
an attempt to discover what was happening during this 
latent period, plethysmographic records were made from 
ten consecutive cases, and seven satisfactory plethysmo- 
grams were obtained. The three other tracings were 
discarded either because they were marred by technical 
faults in the equipment or because severe circulatory 
disturbances had appeared as a reyilt of interférence with 
the basal structures of the brain. 

It was decided to estimate the blood-flow through the 
leg and foot, although it was known that this method of 
measurement had been abandoned several years ago. 
Under conditions of altered blood volume the vessels of 
the skin, which is a large and not unimportant organ, 
must exert a considerable influence. For the purpose of 
comparison the first two cases had simultaneous record- 
ings made with the foot occluded and with the foot 
circulation intact. The difference noted appeared to be 
one of degree rather than response. 

Plethysmograms were recorded by the method 
described by Barcroft and Swan (1953). 

Results 

The results obtained in seven of the cases are set out 
in the accompanying table. Blood-flows were estimated 
as percentages of the initial blood-flow. 

In one case, after a prolonged period of reactionary 
vasoconstriction, the plethysmogram altered from the 
usual triangular shape, becoming trapezoidal in outline. 
This appearance coincided with the disappearance of 
the superficial veins; the normal triangular tracing 
reappeared when the superficial veins began to be visible 
once more. This alteration was not due to faulty record- 
ing but was probably due to a severe reduction of the 
peripheral vascular capacity brought about by intense 
vasoconstriction. 

Discussion 


Retrograde arterial transfusion has been used success- 
fully in 165 cases. Whereas intravenous and intra- 
arterial transfusions are equally effective in patients who 
have suffered blood-loss and hypotension for brief 
periods, they differ when the latter conditions are more 
prolonged, the patient failing to respond adequately 
to intravenous therapy. A refractory state develops in 
which there is a less satisfactory response to intravenous 
than to intra-arterial infusions. 

It may be asked why arterial transfusion should be 
successful when intravenous therapy is not, and why the 
reaction to equal amounts of blood given by the two 
routes should differ both immediately and later. 
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When oligemic shock has developed after severe 
hemorrhage, some patients show a satisfactory initial 
response to intravenous infusions, which, however, is 
maintained for only a few hours. This happens even 
if the circulating blood volume has been restored to 
normal, 

It appears that circulatory failure following severe 
hemorrhage or injury has two components : a failure of 
vasoconstriction to compensate adequately for the 
reduced circulating blood volume, and a ‘‘ central factor ’”’ 
probably due to a failure of the heart to act as an efficient 
pump under normal conditions of venous return and 
filling pressure. 

In patients who have been temporarily resuscitated by 
adequate intravenous therapy the peripheral mechanism 
can still work, for a reasonable circulation is maintained 
for several hours before the patient again passes into the 
state of circulatory failure. 

Wiggers (1947) has shown that rapid intravenous 
transfusion is followed by an increase in venous return 
and cardiac output, but that the auricles and ventricles 
are considerably distended, working under abnormal 
conditions of filling. As the venous pressure falls after the 
transfusion is stopped, cardiac output declines, and so 
the patient again develops circulatory failure. This is the 
state of so-called irreversible shock, and Wiggers showed 
that the myocardium was significantly depressed. The 
cardiac output was therefore reduced for a normal 
degree of filling and hence stimulation. 

In the less ill patient in whom circulatory failure is 
present, but where successful resuscitation follows ade- 
quate intravenous transfusion, probably the ‘‘ central ”’ 
insufficiency has not yet developed to a serious degree. 
In this case the most important factor has been the 
inability of reactionary vasoconstriction to maintain an 
adequate circulation, because of an excessively reduced 
circulating blood volume, correction of which alone is 
sufficient to allow restoration of a normal circulation. 

In several published reports it has been postulated 
that retrograde arterial perfusion will raise the pressure 
in the arterial tree, including the aorta, according to 
physical laws without having to presuppose any other 
less tangible theory. This rise woufd lead to an increased 
coronary perfusion pressure, and accordingly improved 
nutrition of the myocardium, restoration of the efficiency 
of the heart, and so correction of ‘‘ central ’’ failure. 

This suggestion, by ignoring the vasodepressor 
responses from the aortic arch and the carotid arteries, 
assumes that there is no alteration in peripheral resistance 
during transfusion ; for, if there is any change, there 
may be no significant alteration in blood-pressure. 

No alteration in blood-pressure during intra-arterial 
transfusion could be demonstrated in any of the cases 
under review, apart from the very transient rise and fall 
of some 5 mm. Hg at the start and end of the transfusion. 
This minimal and extremely brief fluctuation hints 
at a readjustment in the operation of the vasomotor 
compensating mechanisms. 

Plethysmograms showed that the blood-flow measured 
below the knee during the transfusion was increased 
2—5 times, and that the flow returned to the pre-trans- 
fusion level immediately the administration was stopped ; 
2-3 minutes later the recordings indicated a progressively 
increasing blood-flow before there was any change in 
blood-pressure. 

The plethysmograms showed that there was a difference 
in the response to the administration of small quantities 
of blood between the intravenous and retrograde arterial 
routes, the response being greater and more prolonged 
after arterial transfusion. Indeed, after all but the 
shortest periods of reactionary vasoconstriction no 
response could be demonstrated after the intravenous 
administration of small quantities, such as 100 ml., 
of fluid, whether blood, plasma, or other substitute. 
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It will be epyeeieed: ‘that it is s difficult to draw 
absolute conclusions from plethysmograms, but the 
interpretation of the tracings obtained, along with 
simultaneous blood-pressure recordings, suggest that 
almost immediately after the initiation of arterial trans- 
fusion there is a decrease in the degree of peripheral 
vasoconstriction. Vascular tone returns to the pre- 
transfusion level immediately the injection of blood is 
terminated, to be followed within 2-3 minutes by a 
further decrease of vasoconstriction and, in the presence 
of an unaltered blood-pressure, an increase in cardiac 
output. <A rise of blood-pressure only occurred several 
minutes after the first change in peripheral blood-flow 
had become apparent. 

This response has usually been seen within 5 minutes 
of the end of the arterial transfusion, although in ten 
cases the response was less than anticipated. These latter 
were all cases in which a protracted period of severe 
hypotension had been maintained. With the giving of 
further quantities of blood over the next 10 minutes the 
circulation was permanently restored and maintained at 
an adequate level. 

It has not been possible to demonstrate the mechanism 
whereby permanent resuscitation follows intra-arterial 
transfusion whereas under equally critical conditions 
intravenous therapy produces only temporary improve- 
ment. It seems reasonably certain that the difference 
in results depends on restoration of the efficiency of the 
heart, and it is surprising that an intra-arterial trans- 
fusion of 100-200 ml. of blood, lasting only about 30 
seconds, can initiate such a dramatic change. That a 
permanent change is brought about, however, is beyond 
dispute. 

Dangers 

Either arterial or venous ‘‘ bank ’’ blood may be used 
as the perfusing fluid. On one occasion 100 ml. of physio- 
logical saline solution was injected, and the whole arm 
assumed a waxy hue from the finger-tips to the axilla ; 
nearly 5 minutes elapsed before a normal appearance 
returned to the limb. 

To perfuse a limb with a non-oxygen-carrying fluid is 
to court disaster. Even in severe circulatory failure 
the patient’s blood contains oxygen which is utilised 
by his tissues; but if plasma, saline, or other blood 
substitute is used, this solution will produce a rapid 
anoxia of the perfused tissues, which may be sufficient 
to cause local necrosis. This is probably of significance 
because all but two of the cases of gangrene published 
occurred after the use of plasma or of saline solution. Of 
the two exceptions, one case of gangrene was due to an 
anatomical abnormality in the arterial supply of the 
hand, there being no radial-ulnar anastomosis ; and the 
other was attributed to reflex spasm of the radial artery 
induced by the escape of blood into the tissues. 

In the present cases the radial artery was routinely 
tied in continuity ; the only complication met so far has 
been a mild blotching of the skin for a few hours over 
the area of distribution of the radial artery. 


Conclusions 

In civilian practice intra-arterial transfusion should 
probably be restricted to the preoperative treatment of 
patients in whom there has been a considerable reduction 
of circulating blood volume and when there is no satis- 
factory response to intravenous therapy after a_ brief 
period of adequate trial. 

Intra-arterial transfusion is of value during those 
operations in which uncontrollable and massive hemor- 
rhage is likely—e.g., in certain operations on the brain 
and the heart. 

In military practice, when supplies of blood may be 
limited and time short, this method may be preferred to 
intravenous therapy, for it has been shown experimen- 
tally, as well as clinically, that a small quantity of blood 


ARTICLES [ocr. 10, 1953 





given aby the retograde arterial route 7 a vastly greater 
effect than an equal amount of blood given intravenously. 
Once the desired effect has been achieved, the arterial 
transfusion can be discontinued, and plasma or other 
substitute administered intravenously to restore the 
patient’s blood volume. 

When the advantages of this method of treatment in 
suitably selected cases are compared with the disadvan- 
tages, the latter appear to be small. The risk of gangrene 
following ligation of the radial artery at the wrist is 
very slight, and to take such risk is justifiable in dealing 
with cases in which life may depend upon the ability to 
resuscitate the patient. 

In severe circulatory failure it is doubtful whether it 
will take longer to expose and cannulate an artery than 
a vein shrunken and emptied by reactionary spasm. 
Nevertheless it may be difficult to cannulate the radial 
artery under conditions of extreme vasoconstriction, and 
occasionally it may be necessary to insert a needle into 
the femoral artery or even into the aorta. 

We have never yet met conditions in which reactionary 
arterial spasm involving the limb prevented the injection. 
In those few cases in which there was difficulty spasm 
was restricted to a segment of the vessel about 2 cm. long 
at the site of insertion of the cannula. It was readily 
overcome by applying 2% procaine solution to the 
affected segment. Spasm is readily caused by rough 
handling of the artery or as the result of using too great 
a transfusion pressure. 


Summary 
In the data collected from 165 cases there is evidence 
that intra-arterial transfusion is of advantage in the 
treatment of patients who have become exsanguinated 
to critical levels, or are in severe circulatory failure for 
other reasons ; it is unnecessary and unjustifiable where 
the blood-loss is small. 


I am grateful to Prof. Norman Dott for his encouragement 
and assistance during this investigation, and to Dr. John 
Gillies and Prof. David Whitteridge for their help in planning 
this study and for their valuable criticism in assessing the 
results. 
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. We look back with horror on the sufferings of people 
even two or three generations ago, when we consider how 
much could have been relieved by modern anesthesia and 
sedation, let alone the advances in surgery and therapeutics. 
Yet we still tend to accept a host of minor disabilities as 
visitations of God—painful, embarrassing, irritating, or 
mentally depressing as the case may be—even when remedies 
are within reach. This applies especially to disabilities of 
the feet, minor but intensely troublesome rheumatic conditions, 
allergic manifestations of one kind and another, and the 
lesser psychoneurotic infirmities that respond so well to skilled 
guidance and human understanding. We are in danger of 
repeating ia our age of science the magnificent bathos of Asa, 
as reported in the Book of Kings : 

‘The rest of all the acts of Asa, and all his might, and all. that 
he did, and the cities which he built, are they not written in the 


book of the chronicles of the kings of Judah? Nevertheless in 
the time of his old age he was diseased in his feet.’ 


This is still the outstanding fact of 1953: that the pre- 


vention of painful and crippling conditions of the feet is a 
subject deserving studies of epidemiological dimensions,” 

-Prof. J. M. Mackrintosn, The Practitioner, October, 1953; 
p. 440. 
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HYALINE MEMBRANE > IN THE 
NEONATAL LUNG 


ALBERT E. CLAIREAUX 
M.D. Edin., M.R.C.P.E. 

MORBID ANATOMIST, BERNHARD BARON MEMORIAL RESEARCH 
LABORATORIES, QUEEN CHARLOTTE’S MATERNITY HOSPITAL 
AND INSTITUTE OF OBSTETRICS AND GYNZCOLOGY, 
HAMMERSMITH HOSPITAL, LONDON 


ONE of the great dangers of early neonatal life is the 
failure of the lungs to expand fully. This failure may 
exist from the time of birth (primary atelectasis), or 
a varying degree of expansion of the lungs may be 
followed by collapse (secondary atelectasis). 

Atelectasis, whether primary or secondary, is very 
frequently encountered in premature infants and is 
indeed the most important single cause of death among 
them. Though the use of antibiotics has greatly reduced 
the prevalence and severity of respiratory infections in 
the neonate, death from respiratory failure is still 
common in the premature infant. The clinical features 
of atelectasis neonatorum, and some methods now being 
utilised to combat it have lately been described by 
Donald and Lord (1953). 

Of the pulmonary abnormalities found in association 
with atelectasis in the newborn, the most striking 
is the presence of a hyaline membrane. This peculiar 
membrane was first noted by Hoccheim (1903) and 
was described more fully by Johnson and Meyer (1925). 
The latter were chiefly interested in pneumonia in the 
newborn and in the relation of this membrane to pul- 
monary infection. There has been considerable con- 
fusion over its etiology and significance, and the subject 
is reviewed in detail by Tran-Dinh-De and Anderson 
(1953). 

In view of the importance of atelectasis as a cause of 
death in the newborn, the development of a hyaline 
membrane seemed to merit further investigation. Accord- 
ingly I have reviewed the histological preparations from 
the lungs of all infants examined post mortem at the 
Queen Charlotte’s Maternity Hospital and Hammersmith 
Hospital in the five years 1948-52 inclusive. In all, 
some 2500 blocks of lung tissue have been studied. 


Findings 

INCIDENCE OF HYALINE MEMBRANE 
Out of 810 necropsies on stillbirths and neonatal 
deaths, 108 cases were found to show hyaline membrane. 
It was then noted that none of the infants in which it 
occurred had been stillborn. The membrane had 
therefore developed in 108 (29%) of 376 liveborn infants 
-—an incidence similar to that reported by Bruns and 
Shields (1951), Tregillus (1951), and Blystad et al. 
(1951). Only Miller and his associates (1949, 1950) 

have reported hyaline membrane in stillbirths. 
Of the 108 infants with hyaline membrane 76 were 
males and 32 females (male preponderance 2-4: 1). 


RELATION OF MEMBRANE TO MATURITY OF INFANT 


The cases may be grouped according to their birth 
weights as follows : 


500-1000 g. 12 2001-2500 g. F 15 
1001-1500 g. 36 Over 2500 g. eS 22 
1501-2000 g. 23 —_ 

Total... a 108 


It will be seen that only 22 (20%) weighed 2500 g. or 
over. Thus hyaline membrane occurs chiefly in premature 
infants. 
TIME AND CAUSE OF DEATH 
The ages of the infants dying with membrane in the 
lung were : 


0-12 hours . 44 37-48 hours 13 
13-24 ,, o% 27 Over 48 ,, 12 
35-36 ., «. a 12 — 

. Total ‘ 108 


It will be seen that 71 (66% died in the first 24 hours. 
The earliest death was at 1), : 


hours, and the latest at 
1/, days. 4 other infants lived for 6 days. 
The main causes of death were : 


Hyaline membrane only 
Subdural hemorrhage 
Intraventricular he morrhage 
Hemolytic disease 
Pneumonia .. 
Intrapulmonary he morrhage 
Hydrocephalus 


@ 


Se POOF 


Total Se 108 
Hyaline membrane was the sole pathological lesion in 
81 cases (75%). Intracranial (subdural) and _ intra- 
ventricular hemorrhage were the next commonest causes. 
Intraventricular hemorrhage is not infrequently asso- 
ciated with atelectasis and the formation of hyaline 
membrane. It is to be regarded as the result of anoxia 
rather than of birth trauma. There were only 4 cases 
of pneumonia. Of the 22 infants weighing 2500 g. or 
more, 7 were postmature, 4 were delivered by czsarean 
section, 3 suffered from hemolytic disease, 1 had hydro- 
cephalus, and 6 had severe subdural hemorrhage follow- 
ing difficult forceps deliveries. Thus 10 (45%) had some 
pathological disorder, 4 (18%) were delivered by section, 
and only 1 had a normal gestation and delivery. Although 
this group of 22 infants were not subject to the hazards 
of prematurity they could not be regarded as normal 
healthy infants at the time when hyaline membrane was 
formed. 
INCIDENCE OF CESAREAN SECTION 

As Potter (1952) has remarked, hyaline membrane 
often occurs in infants delivered by cesarean section. 
In the present series of 108 cases 22 infants (20%) were 
delivered by section. The period of gestation at which 
section was carried out, and the reason for the section, 


are shown in the accompanying table. The 4 infants 
CASAREAN SECTION 

Reason for section No. Period of gestation No. 
Pre-ec lamptic toxeemia . . 13 26-30 weeks .. a 5 
Antepartum he maser 2 31-34 weeks .. + 11 
Placenta previa 3 35-38 weeks .. oa 5 
Diabetes. . 3 Term .. e <u 1 
( Contracted pelvi is 1 . 

‘Total 22 Total ea bs 22 


weighing « over 2500 g. were delivered by section at 38 
weeks. By far the most important reason for section was 
severe pre-eclamptic toxsemia—13 cases (59%). Ante- 
partum hemorrhage, with or without placenta previa, 
accounted for another 5 cases (23%). One in every five 
of the hyaline-membrane cases had been delivered by 
cesarean section. 


ABNORMALITIES IN THE MOTHER 

There were 104 mothers of the 108 affected infants. 
There were 4 pairs of twins and 14 other twins whose 
partners survived. Thus twin pregnancy occurred in 
18 of the 104 pregnancies (17%). There was one triplet 
in the series. 31 (28%) of the mothers were primi- 
parous. The pregnancy had been terminated in 8 cases 
by artificial rupture of the membranes. In 7 cases 
forceps delivery had been carried out and in 6 of these 
severe subdural hemorrhage had occurred in the infant. 
External version before delivery had been done in 
2 cases. The presentation was vertex in 69 cases and 
breech in 17, the remainder being delivered by section. 

If multiple pregnancy is regarded as abnormal, there was 
some abnormality during pregnancy in 69 women (66%). 

In addition to the 19 instances of multiple pregnancy there 
were 19 cases (18%) of pre-eclamptic toxemia, There were 
1l cases of antepartum hzemorrhage, and 5 cases of rhesus 
isO-immunisation. There were 3 cases of severe heart-disease 
(1 of mitral stenosis, 1 of paroxysmal tachycardia, and 1 of 
patent ductus arteriosus). In 3 patients who came to premature 
labour there had been a threatened abortion earlier in preg- 
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Fig.i—Lung showing distended alveolar duct lined by hyaline 


membrane (all sections stained with hawmatoxylin and eosin 
500). 


nancy (2 at 8-12 weeks and one at 16 weeks). There were 3 
cases of diabetes, 2 of bicornuate uterus, 2 of tuberculosis, 
| of syphilis, and 1 of nephrosis. 


ILLNESS IN THE INFANT 

The clinical features of hyaline membrane formation 
have been fully described by Donald and Lord (1953). 
The infant is usually premature and there may be some 
difficulty in establishing respiration. The air-entry is 
poor and after an hour or two marked rib-recession 
develops. There are cyanotic attacks and periods of 
apnoea, and the infant dies within 24-48 hours of birth. 


PATHOLOGICAL CHANGES IN THE LUNGS 
On naked-eye examination the lungs are bulky and 
dark red. They show little evidence of aeration, and 
both lungs and each of their lobes usually sink when 
placed in water. On being sliced, the lungs are seen to 
be airless, congested, and of the consistence of liver. 





Fig. 2—Lung showing bronchiole plugged with thick hyaline material. 
The alveolar duct is lined by hyaline membrane ( 295). 
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Fig. 3—Lung of stillborn macerated foetus showing alveolar duct contain- 
ing cellular debris and triangular plug of acidophil hyaline material 
( x 380). 


When examined histologically, the lungs have a striking 
appearance. The greater part of the parenchyma is 
collapsed and the alveolar capillaries are engorged. 
Alternating with these atelectatic areas are a number of 
structures which appear to be overdistended. These are 
mainly alveolar ducts and respiratory bronchioles. 
On closer examination these ducts and _ bronchioles 
are seen to be lined by dense hyaline material which is 
strongly acidophil when sections are stained with 
hematoxylin and eosin. This is the so-called hyaline 
membrane (fig. 1). It is found chiefly lining alveolar 
ducts but also along the walls of some alveoli and small 
bronchioles. It does not stain for fibrin and gives a 
weakly positive reaction with the periodic acid-Schiff 
technique, indicating the presence of a polysaccharide. 
Often, but not always, neutral fat can be detected in 
this membrane. In spite of the use of a wide variety 
of special stains, the exact histochemical nature of the 
hyaline membrane has not yet been determined. 

A study was made of some 450 blocks of lung tissue 
obtained from the 108 cases. It was quickly realised 
that the membrane is not quite so homogeneous in all 
sections as was once thought. In nearly every case 
some of the sections showed areas where the membrane 
was less evenly distributed round the walls of alveolar 
ducts or was fragmentary. The membrane in these 
areas seemed to be in process of formation and it was 
noticeable that it had a more precise structure. It was 
less homogeneous than the fully formed material and 
seemed to be cellular. In hematoxylin and eosin 
sections the cells were bright red, and the faint outline 
of a nucleus could sometimes be made out. 

The cells were then identified as flat squames derived 
from the liquor amnii. Groups of these acidophil 
hyaline cells clump together, lose their cellular outline 
and cellular identity, and fuse to form the familiar 
acidophil membrane lining the air-spaces in the lungs. 
If a sufficient number of blocks are taken this progressive 
formation of hyaline membrane from individual squames 
can be traced in nearly every lung containing hyaline 
membrane. 

The transition from squames to membrane was 
described by Johnson and Meyer in 1925, but little 
attention has been paid to this aspect of the pathogenesis 
of hyaline membrane. More recently Miller and Hamilton 
(1949) noted the presence of certain cells in the neighbour- 
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hood of developing hyaline membrane. They believed 
that these cells were responsible for the membrane 
formation but were unable to identify them. Since the 
cells were bright red and not basophil they rejected the 
idea that they might be squames from the liquor amnii. 
In my opinion, however, they are indeed squames 
which have become progressively more acidophil and 
hyaline while lying in the air-spaces of the affected lungs. 

In a number of cases plugs of hyaline acidophil 
material are found in some of the alveolar ducts and 
respiratory bronchioles (fig. 2). These plugs are formed 
by the fusion of groups of hyalinising squames but 
are not dispersed round the walls of the air-spaces in the 
form of membrane. Nuclear remnants can sometimes 
be identified. These plugs may be very large, and 
by directly blocking the airways they may be partly 
responsible for atelectasis. The process of hyalinisation 
of squames is not confined to liveborn infants: small 
plugs of similar material may be found even in the 
macerated foetus (fig. 3). Membrane formation does 
not occur before birth, however, because there is no air to 
disperse the squames to the periphery of the air-spaces. 

Lastly, typical cornified cells derived from the liquor 
amnii can be found in most sections. These may be 
scattered in the lumen of the alveolar ducts and alveoli 
or may be caught in the membrane itself. They do 
not seem to fuse into amorphous masses like the hyalinised 
squames. This may be because they are keratinised 
and cannot undergo the chemical change necessary 
for complete hyalinisation. 

EXPERIMENTS 

These histological findings suggested that the primary 
factor in the production of hyaline membrane is aspiration 
of liquor amnii. 

To substantiate this explanation samples of liquor 
amnii were examined by chemical and _ histological 
methods. An attempt was made to reproduce hyalifisa- 
tion in vitro. And finally the reproduction of a hyaline 
membrane in an animal was achieved. 


EXAMINATION OF SAMPLES OF LIQUOR AMNII 
A total of 40 specimens from separate pregnancies 
was examined. 
26 of these specimens were obtained at term, 10 were from 
post-mature pregnancies, and 4 were from premature 


Fig. 4—Centrifuged deposit from liquor amnii. The flat squames have 
a faintly basophil cytoplasm and dark-blue central nucleus (< 300). 
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Fig. 5—Centrifuged deposit from liquor amnii after 8 days’ incubation. 
Cell? are more acidophil and nuclei have been lost (« 300). 


deliveries. The amount of fluid in each specimen varied 
greatly, for some of the specimens were from cases of hydram- 
nios and 4000 ml. or more was obtained. Each specimen was 
centrifuged and the amount of sediment measured. This 
amount varied from 0:1% to 7:2% by volume (average 
1-99): at 14 weeks and 25 weeks it was 0-1%, and at 32 
weeks it was 0-4%, indicating that the amount of solid 
material increased greatly as pregnancy advanced. This 
was as expected. The protein content of the supernatant 
fluid was estimated. This varied from 40 to 300 mg. per 
100 ml. with an average of 128 mg. 

Smears of the centrifuged deposit were fixed in alcohol 
and stained with hematoxylin and eosin. The solid 
material was seen to consist of innumerable large flat 
squames which had a slightly basophil cytoplasm and 
a large dark central nucleus (fig. 4). Varying numbers 
of cornified cells were also present. Paraffin sections 
of the centrifuged deposit had an appearance similar 
to that of the smears. 

To simulate the hyalinisation which seemed to occur 
in the infants’ lungs, samples of centrifuged liquor 
deposit were resuspended in an equal volume of saline 
and incubated at 37°C. After 7-10 days the squames 
had lost their nuclei and had become strongly acidophil 
(fig. 5). Some of the cells had coalesced to form hyaline 
masses not unlike those found in lung sections. The 
incubated material now seemed to be in a favourable 
state for the production of a hyaline membrane, and 
further experiments were made. 


EXPERIMENTAL PRODUCTION OF A HYALINE MEMBRANE 

During the above investigation it was noted that some 
samples of liquor amnii did not centrifuge well, and 
that the supernatant fluid contained opaque tenacious 
white material. This material contained numerous 
cornified cells but few flat squames, and this type of 
liquor was judged unsuitable for experiments. 

When a favourable sample of liquor amnii had been 
obtained by high artificial rupture of the membranes 
under aseptic conditions, the fluid was centrifuged. 
Aliquot parts of the deposit were resuspended in equal 
volumes of sterile normal saline to which chloramphenicol 
65 ug. per ml. had been added. The suspensions were 
then incubated at 37°C for 8 days. At the end of the 
incubation period smears were examined to make sure 
that hyalinisation of the squames had occurred. The 
suspensions were then centrifuged and the deposit 
carefully ground in a sterile virus grinder to secure a 
completely smooth suspension. To 0-5 ml. of this 
deposit was added 0-5 ml. sterile saline containing 
chloramphenicol 65 yg. per ml. This material was then 
injected intratracheally into six young albino rats 
(weight 175 g.). A further rat received an intratracheal 
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injection of 1 ml. sterile suspension of the deposit from 
the same fluid, but the deposit in this case had not been 
incubated. 

The rats which had received the injection of incubated 
material were killed at 1, 2, 3, 5, 24, and 29 hours. 
The seventh rat was killed after 24 hours. 


Rat 1 (killed at 1 hour).—Hyaline material and some 
cornified cells were plugging the bronchi and bronchioles. 
There was moderate collapse in the upper lobe of the right 
lung which was chiefly affected. Some of the alveolar ducts 
were lined with hyaline material. 

Rat 2 (killed at 2 hours).—Hyaline material was seen in 
bronchi and bronchioles with a varying degree of atelectasis 
of the surrounding lung parenchyma. Many alveolar ducts 
were lined by acidophil hyaline material which was forming 
amembrane. Some cornified cells were seen in many areas. 

Rat 3 (killed at 3 hours).—-Many bronchioles were plugged 
by acidophil hyaline material (fig. 6). There was severe 
collapse of the surrounding lung parenchyma, especially in 
the upper lobe of the right lung where areas of collapse were 
evident on naked-eye examination. Some overdistended 
alveolar ducts were seen to be lined by acidophil hyaline 
membrane (fig. 7). This membrane was exactly comparable 
to that found in the lung of an infant (fig. 1). A moderate 
polymorphonuclear leucocyte reaction was observed in some 
areas. 

Rat 4 (killed at 5 hours).—The injection had been unsatis- 
factory and only.scattered clumps of hyaline material and 
cornified cells were found. 

Rats 5 anv 6 (killed at 24 and 29 hours).—Findings as 
in rat 3.. The increased duration of the experiment had 
little or no effect on the outcome. 

Rat 7 (killed at 24 hours).—This rat received the material 
which had not been incubated. No areas of collapse were 
evident macroscopically. Histologically a few small atelectatic 
areas were present. Many bronchioles were plugged with 
cornified cells and similar cells were present in neighbouring 
alveoli. There was some overdistension of alveolar ducts in 
the collapsed areas and occasional collections of cornified cells 
against the duct walls. These bore a faint resemblance to 
hyaline membrane, but such aggregations were very small and 
the picture was in no way comparable to that found in rat 3. 


This experiment showed that suitable treated deposit 
from the liquor amnii will produce an acidophil hyaline 





Fig. 6—Rat lung showing a bronchiole plugged by acidophil hyaline 


material. Surrounding lung is « P y collapsed and some 


alveoli are also plugged with this material ( x 340). 
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Fig. 7—Rat lung showing distended alveolar duct partially lined by 
acidophile hyaline membrane. Surrounding lung is collapsed and a 
few of the alveoii contain plugs of acidophil material ( 500). 


membrane when injected intratracheally into a rat. The 
membrane thus formed lines bronchioles and alveolar 
ducts in the same manner as the membrane found in the 
lungs of infants. It is acidophil with hematoxylin 
and eosin staining, and fat droplets were seen in frozen 
sections stained with Scharlach R. 


Discussion 


In this survey of 108 cases of hyaline membrane forma- 
tion the majority of affected infants were premature— 
a finding similar to that of other workers. Of the 
affected infants who were born at term or post-maturely, 
the majority had some other pathological lesion (e.g., 
subdural hemorrhage or hemolytic disease) which made 
them, like premature infants, less able to deal with 
aspirated liquor amnii. Moreover, circumstances may 
sometimes have led to their inspiring an unduly large 
quantity of liquor. For example, it is well known that 
as the infant is extracted from the uterus by cesarean 
section it is inclined to take a gulp of liquor amnii, 
and we may note that of the 108 infants in this series 
22 were delivered by section ; but it is only fair to point 
out that 16 of these (73%) were delivered before the 
35th week and so were premature. 

It has also been pointed out that 50 of the mothers 
had. some abnormality of pregnancy—the commonest 
being pre-eclamptic toxzmia—and that a further 19 
had a multiple pregnancy. These abnormalities tend 
to increase the risk of premature delivery and thus the 
risk of developing a pulmonary hyaline membrane. 

The reason why premature infants are more prone to 
develop this membrane than mature infants remains 
rather obscure. It is possible that the premature infant’s 
respiratory centre is more sensitive to changes in oxygen 
tension, and that intra-uterine respiratory efforts occur 
more easily. In response to anoxia, either before or 
during delivery, the premature infant may aspirate 
relatively large quantities of liquor amnii. The circula- 
tion in the premature infant’s lung is less able to absorb 
aspirated fluid than is the mature infant’s, and the 
squames deposited in the air-passages are in fact incubated 
in a fluid medium which allows hyalinisation to proceed. 
When the infant is delivered and begins to breathe, 
the hyalinised material is dispersed round the walls 
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of the air-passages in the form of a membrane. It is 
also possible that the liquor amnii at 28-35 weeks’ 
gestation contains a relatively high proportion of non- 
keratinised squames which are unusually susceptible to 
the process of hyalinisation. This possibility requires 
further investigation. 

After aspiration the squames deposited in the lung 
undergo progressive hyalinisation. This may be well 
advanced by the time the infant is delivered, since 
membrane formation has been detected in an infant 
dying 1*/, hours after birth. 

Farber and Sweet (1931) suggested that the membrane 
was formed as a result of aspiration of vernix caseosa 
since it gave a positive reaction for fat. But in fact 
many hyaline membranes contain little or no fat. If 
in any given case the squames involved in membrane 
formation are derived from vernix and covered with fat, 
then, and then only, will the membrane give a positive 
reaction with fat stains. «This explains the varying 
results from case to case where fat stains are employed. 

Blystad et al. (1951) suggest that the liquor is absorbed 
by the lung of the newborn infant but the protein is left 
behind in the air-spaces: as this protein gradually 
concentrates, it is laid down as a membrane lining the 
walls of alveoli and alveolar ducts. It is probable that 
such concentration of protein does occur, and that it 
adds to the thickness of a membrane already formed by 
the hyalinisation of squames. It is unlikely to be respon- 
sible for the formation of the entire membrane, which is 
often very thick. 

Atelectasis is the cause of the infant’s death. In the 
experiment on rats the atelectasis was largely the result 
of plugging of the respiratory bronchioles and mouths of 
alveolar ducts with thick hyaline material. In the infant 
this mechanism is also at work but other factors are also 
involved. In the infant’s lung, hyaline membrane is 
much more widespread than any yet produced in the 
experimental animal. (This is partly because the infant 
in utero can aspirate fluid into all branches of the 
bronchial tree, whereas a corresponding injection of 
fluid into the bronchial tree of rats would probably 
result in rapid death from asphyxia.) The membrane 
covering numerous alveolar ducts in the infant’s lung 
interferes with the gaseous exchange and prevents air 
reaching the more distal air-spaces, which become 
completely collapsed. But at birth the hyaline material 
is probably not in the form of a membrane and air is 
able to reach the distal alveoli. The pressure of air forces 
the material against the walls of bronchioles and alveolar 
ducts and this eventually seals off the distal air-sacs. 
This explains how some infants seem to breathe reason- 
ably well shortly after birth, but their respiration 
becomes progressively more laboured until death ensues. 

The present study indicates that massive aspiration 
of liquor amnii is the prelude to formation of hyaline 
membrane. The infants thus succumb to an unusual form 
of drowning. While the fluid is largely absorbed into the 
pulmonary circulation, the mud left behind in the form 
of hyalinised squames eventually covers the walls of the 
alveolar ducts and leads to death by suffocation. 


Summary 


Hyaline membrane was found in the lungs of 108 
out of 376 liveborn infants who died in the early neonatal 
period. 

It is suggested that this membrane is formed from 
squames in the liquor amnii. The liquor is aspirated 
into the fetal lung and the squames undergo progressive 
hyalinisation and fusion. 

Suitably treated deposit from human liquor amnii, 
when injected intratracheally into the rat, will produce 
a@ hyaline membrane in the animal’s lung. 

The atelectasis associated with hyaline membrane in 
the newborn infant is partly the result of direct obstruc- 
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tion of the airways by plugs of hyaline material and 
partly the result of air being trapped in the distal air-sacs 
when the alveolar ducts are sealed by membrane. 

I am indebted to Dr. J. Murray for much advice and 
criticism. I wish to thank Dr. G. H. Lathe and his staff for 
undertaking the chemical investigations and for considerable 
help with the experiments. I am grateful to Mr. Ian Donald 
for much codperation on the clinical and physiological aspects 
of this work, and to the obstetrie staffs of Queen Charlotte's 
and Hammersmith Hospitals for obtaining samples of liquor 
amnii. The photomicrographs were prepared by Mr. E. Clark 
of Queen Charlotte’s Hospital. 
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GASTRIC RESECTION 
FOR GASTRODUODENAL HAMORRHAGE 
WITHOUT AN OBVIOUS ULCER 
GORDON FERGUSON 
M.B. N.U.I., F.R.C.S. 


SENIOR SURGICAL REGISTRAR, HASTINGS HOSPITAL GROUP, 
SUSSEX 

Now that surgery plays an increasing part in the 
management of the bleeding ulcer, a new problem has 
been added to those which the surgeon has to solve 
during the course of operation. In some cases thorough 
inspection and palpation of the stomach and duodenum 
reveals no ulcer, and, in the absence of any other obvious 
cause of hemorrhage, the surgeon has to decide whether 
to operate further or to close the abdomen, as in the 
four following cases. 

Case-records 


Case 1.—A woman, aged 29, wifh two years’ history of 
epigastric pain coming on an hour after food and relieved by 
alkalis, was admitted with hamatemesis, pulse-rate 88, 
blood-pressure 125/70 mm. Hg, and Hb 85%. She had another 
hematemesis next day and a blood-transfusion of two pints. 
Four days later bleeding recurred, and her pulse-rate was 120, 
blood-pressure 115/60 mm. Hg, and Hb 56%. 

At laparotomy no ulcer was found. Gastrotomy revealed 
bleeding from multiple small acute erosions. In view of the 
patient’s age gastric resection was not considered advisable. 
Two pints of blood was given during the operation. Eight 
days later the Hb was 56% and the patient was given two 
pints of blood. She was discharged on the eighteenth day 
after operation. 


Case 2.—A man, aged 53, who had had epigastric pain 
1-11/, hours after food for three weeks, had a hematemesis. 
His pulse-rate was 70, blood-pressure 110/70 mm. Hg, and 
Hb 38%. He was given a blood-transfusion of three pints, 
Bleeding recurred four days later, and he was given three 
pints of blood and prepared for operation, during which two 
further pints was transfused. 

At laparotomy no ulcer was found. Partial gastrectomy 
was done, and the patient made an uneventful recovery. 
Dr. James McMurray reported on the operation specimen 
as follows: ‘‘ Specimen of lower part of stomach shows 
acute gastritis, most marked in the prepyloric zone. The 
microscopical preparation shows acute inflammatory change 
involving mucosa, submucosa, and muscle. There is also 
much fibrosis in the submucosal layer, with diffuse chronic 
inflammatory cell infiltration of mucosa and submucosa, 
The stomach wall is intensely éngorged with blood and is 
cedematous. The findings indicate acute gastritis super- 
imposed on chronic gastritis.” 


Case 3.—A man, aged 77, with no obtainable history, 
was admitted collapsed, pale, and dyspnoeic, with pulse- 
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rate 124, blood-pressure 115/45 mm. Hg, and Hb 26%. 
Three pints of blood was given. Next day his Hb was 35%, 
and he was given a blood-transfusion of two pints. Two 
days later a melena stool was obtained on digital exami- 
nation of the rectum. Although a further three pints of 
blood had been given the Hb was 43%. Preoperatively 
and during operation three more pints of blood was given. 

At lapurotomy no ulcer was found. Gastrotomy was not 
done. The patient died three days later. Dr. James 
McMurray reported: ‘‘ The stomach mucosa shows much 
autolysis. There are two ulcers on the posterior wall about 
the mid-third of the stomach. One is large (2 x 3/, in.) 
and ellipsoid in outline. The other is small (}/, in.). Both 
show ulceration down to the muscle layer. A small artery 
protrudes at the edge of the larger ulcer and is the probable 
source of bleeding.” 

Case 4.—-A woman, aged 73, known to be hypertensive 
and subject to epigastric pain after food for two years, had 
a hematemesis. Her pulse-rate was 108, blood-pressure 
104/50 mm. Hg, and Hb 50%. She was given a blood- 
transfusion of three pints. Two days later she passed bright 
blood in a melzna stool. She then had a pulse-rate of 102, 
blood-pressure 100/50 mm. Hg, and Hb 40%. She «was 
transfused with the cells of four pints of blood, 

At laparotomy no ulcer was seen. Partial gastrectomy was 
done, and the patient recovered. The operative specimen 
contained a large ulcer, 1'/g¢ x °/, in., down to, but not 
involving, the muscle layer. 

Comments 

Case 1 was the only one in which gastrotomy was 
done. When the lesion was revealed a decision against 
gastric resection was made in view of the patient’s 
youth. She made a good recovery and required only 
a further two pints of blood between operation and 
discharge from hospital. However, these cases are not 
always so uneventful. Tanner (1950) reported a similar 
¢ase in a man, aged 26, with hemorrhage from erosive 
gastritis, in whom bleeding continued after ligation 
of the right and left gastric and right and left gastro- 
epiploic arteries and partial gastrectomy became 
necessary. 

The pathology in the specimen removed from case 2 
was identical with that of case 1. In case 2, however, 
gastrotomy had not been done, partial gastrectomy 
being undertaken though no ulcer was found. In view 
of this patient’s.age I believe that this treatment is 
correct, and I would have gone on to this operation if 
gastrotomy had revealed the lesion. 

In case 3 gastrotomy would possibly have disclosed 
the ulcer, because the stomach did not contain blood- 
clot but in my opinion the error was in not proceeding to 
partial gastrectomy notwithstanding the lack of an 
obvious ulcer. The patient was a very poor surgical 
risk, and it is doubtful if his life could have been saved ; 
nevertheless he did not receive the benefits of adequate 
surgery. Case 4 had an identical lesion, again not 
detectable on inspection and palpation, but with case 3 
in wind gastric resection was done, and the result of 
examination of the specimen amply justified this action. 


Discussion 


In dealing with patients aged more than 50 and 
in the absence of any other causal lesion, opinion is 
increasingly in favour of partial gastrectomy if no 
weer is found at emergency operation for hematemesis 
or melena. The surgeon has, however, two other 
possible courses of action, gastrotomy or merely to close 
the abdomen. 

The value of gastrotomy is very variable; I have 
found it of little value, because it is difficult to examine 
the entire mucous surface of the stomach, especially 
in the presence of blood-clot, which adheres to the stomach 
wall and proves difficult to remove sufficiently thoroughly 
to give a complete view. Ogilvie et al. (1952) write : 

“Incision of the stomach and duodenal wall and search 
inside the viscus is an unsatisfactory procedure, for it is 
impossible to search adequately all the large potential area 
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of bleeding; and the slender prospect of a positive result 
does not justify the soiling and further Ioss of blood that the 
method entails.” 

Closure of the abdomen without further operation, 
as in case 3, is futile; the patient has been put to the 
risk of operation but denied the possibility of benefit 
from it. Bleeding ulcers are responsible for about 
90% of massive intestinal haemorrhages, and in those 
cases in which operation is considered necessary if no 
lesion is found gastric resection holds the best hope of 
recovery. Ogilvie et al. report having done partial 
gastrectomy on seven patients in whom no ulcer was 
found ; the specimens revealed shallow ulcers or multiple 
erosions. Downie (1952) reported six similar cases. 
Tanner (1950) states : 

“. . . If bleeding is of really great severity, and no lesion 
is found, then gastrectomy is advisable, for it removes four- 
fifths of the erosive area and partially devascularises the 
remnant.” ° 

Ives (1949) asserts that in these circumstances gastro- 
tomy provides no guarantee that an ulcer may not be 
missed ; that simply to close the abdomen is a counsel of 
despair; and that a high partial gastrectomy is the 
correct procedure. My experience confirms the validity 
of these conclusions. 

Conclusions 

Partial gastrectomy is the operation of choice if at 
emergency laparotomy for hematemesis or melena no 
causal lesion, ulcer or other, is found in a patient aged 
more than 50. 

Gastrotomy is not very helpful. It is unnecessary 
in patients aged more than 50, for whom gastrectomy 
should be done. In young patients, as in case 1 reported 
here, gastrotomy may be of value in deciding against 
gastric resection, but note must be taken of the case 
reported by Tanner (1950) and cited above. 
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CONTROLLED HYPOTENSION WITH 
ARFONAD IN NEUROSURGERY 


WITH SPECIAL REFERENCE TO VASCULAR 
LESIONS 


SHEILA ANDERSON 
M.B. Lond., F.F.A.R.C.S., D.A. 
CONSULTANT ANASTHETIST, NEUROSURGICAL UNIT, 
ST. GEORGE'S HOSPITAL, LONDON 
Wrz McKissock 
O.B.E., M.S. Lond., F.R.C.S. 
CONSULTANT NEUROSURGEON, THE NATIONAL HOSPITAL FOR 
NERVOUS DISEASES AND ST. GEORGES HOSPITAL, LONDON 

SincE the methonium compounds were introduced 
into anesthetic practice by Enderby (1950) and Davison 
(1950) there has been much controversy about their 
use. It is our view that induced hypotension has 
not only made possible neurosurgical operations which 
could not otherwise be attempted because of obscuration 
of the operation site by bleeding but also reduces the 
risk of certain intracranial operations. 

By the use of hypotensive drugs at operation, intra- 
cranial pressure can be lowered, thereby diminishing 
the risk of brain damage by herniation through the 
dural opening. A further advantage is gained in 


reducing the operating-time, the amount of anesthetic 
required, and blood-loss. In the improved operating- 
conditions surgical trauma is lessened. Recovery from 
surgery is also quicker. 
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Though possessing the above-mentioned advantages, 
the methonium compounds are lacking in one important 
respect: the blood-pressure cannot be quickly raised 
and then lowered again at will. The initial fall in blood- 
pressure may be greater than that needed in the pre- 
liminary stages of surgery ; whilst at a later stage it may 
prove impossible to lower the blood-pressure quickly 
on demand to the level required by the surgeon at a 
particular moment for a specific purpose. It seems as 
though a tolerance to the methonium compounds 
develops, with the result that, after the initial dose, 
repeated injections have less effect. The use of procaine 
amide together with hexamethonium bromide (Mason 
and Pelmore 1953, Aserman 1953) overcomes this 
difficulty to some extent. 

When Magill et al. (1953) reported on the use of the 
short-acting hypotensive agent ‘ Arfonad,’ it seemed 
probable that this drug might produce better control 
of the blood-pressure than did the methonium compounds. 
Favourable reports on the use of arfonad in surgery were 
later published by Nicholson et al. (1953) and Sadove 
et al. (1953). 

Experimentally produced acute toxicity varies accord- 
ing to the route of administration and the species of 
animal used (Randall et al. 1949). 

In March, 1953, we obtained a supply of arfonad for 
trial. Our conclusions concerning its value are based 
on 52 craniotomies done during hypotension induced 
with it. These operations were done for intracranial 
disorders which can be classified as follows : 

Anesthetists 
S.A. D.A. D.B. CS. E.deW. 


1. Vascular abnormalities : 
Aneurysm 9 cases 6 0 2 0 1 
Angioma 8 cases 2 3 1 1 1 
2. Meningioma 9 cases 2 6 1 0 0 
3. Glioma. . 13 cases 6 5 1 0 1 
4. Miscellaneous . . 13 cases 2 10 0 0 1 


Arfonad is a vasodepressor with ganglion-blocking and 
direct vasodilator activity. Its chemical name is d-3, 
4-(1’, 3’-dibenzyl-2’-ketoimidazolido)-1, 2-trimethylene 
thiophanium d-camphor sulfonate. 


Technique of Administration 


The method of administration we now use is as 
follows : 


After induction with thiopentone, used with a relaxant, 
intubation is done and an intravenous drip set up. The 
blood-pressure is recorded. The table is now tilted into 
25°-30° reverse Trendelenburg position. About two minutes 
later the blood-pressure is again recorded. Blood-pressure 
estimation, after tilting, is of great importance because the 
fall in pressure is very variable: and it is a valuable guide 
to the amount of hypotensive drug required. After the scalp 
has been cleaned, the arfonad drip is started, at first slowly 
to enable the patient’s reaction to be observed. For the 
opening” stages a systolic pressure of about 80 mm. Hg is 
considered enough to reduce hemorrhage. 

When the dura has been opened, the pressure is further 
lowered (to 60-70 mm. Hg), thereby diminishing intra- 
cranial tension and the surgeon’s difficulties. The blood- 
pressure is maintained at this level unless and until a demand 
is made to decrease it further—e.g., at the moment of excising 
an aneurysm. 

In the later stages of operation, before the dura is closed, 
the blood-pressure is returned to near normal, or at any rate 
to 100 mm. Hg, by stopping the infusion and levelling the 
table. By so doing the bleeding points are seen and controlled 
and the risk of postoperative blood-clot formation is reduced. 
In the final stages, but only after replacement of the 
bone flap, so that extradtral bleeding points can be 
observed and controlled, the blood-pressure is again lowered 
to about 80 mm. Hg to prevent blood-loss from the skin 
flap. 


Anesthesia is maintained with nitrous oxide and 
oxygen, supplemented by intravenous pethidine. Small 
doses of relaxants are also given if coughing is anticipated. 
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Hemorrhage Results 

During operation.—In only 2 of the 52 craniotomies 
was blood-loss sufficient to warrant blood-transfusion. 
In the Ist case a large suprasellar meningioma was 
removed which produced bleeding from the internal 
carotid artery. The 2nd case was in an infant, aged 
18 months, subjected to hemispherectomy. Of the 17 
craniotomies done for cerebrovascular abnormalities, 
9 were for aneurysm. In very few of these cases would 
radical surgery have been possible without some form 
of induced hypotension. None of these cases required 
blood-transfusion. The remaining 8 operations were 
for angioma, all of which would probably have required 
blood-transfusion before the advent of hypotensive 
techniques, as would most of the cases with meningiomas. 

Postoperative hemorrhage.—In 2 cases, within forty- 
eight hours of craniotomy, the wound had to be reopened 
for removal of postoperative blood-clot. The incidence 
of this complication is not high. Both of these cases 
occurred before the precaution was observed of raising 
the blood-pressure to normal and arresting all extradural 
bleeding before replacement of the bone flap. In the 
last 30 cases, since this procedure has been adopted as 
a routine, no postoperative clot has been observed. 


Operative Mortality 

Of these 52 patients undergoing major craniotomy, 
4 died after the operation: 3 with meningiomata died 
within forty-eight hours of the operation ; and 1 patient, 
who had an anterior communicating aneurysm and 
was bleeding at the time of operation, died on the tenth 
postoperative day from surgical occlusion of both anterior 
cerebral arteries. In all of the 3 fatal cases of meningioma 
there was a very large suprasellar tumour extending 
backwards into the middle fossa and the hypothalamic 
region; 1 of them had been considered inoperable in 
another hospital and was attempted at the express 
wish of the relations. In each case a major blood-vessel 
(in 2 the internal carotid artery, and in 1 the middle 
cerebral artery) was damaged and had to be clipped. 
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Case 2.—A woman, aged 32, underwent craniotomy 
‘0 M for excision of an aneurysm of the middle cerebra 
. < artery. After the aneurysmal sac had been exposed 
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5 4 > : ; 
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<> 1205 | 90mm. Hg to arrest all bleeding points. This elevation 
= HOF = of the systolic blood-pressure from 36 mm. to 90 mm. Hg 
aN 100+ 4 was effected in ten minutes after stopping the arfonad 
y & gob drip and reducing the tilt of the table to about 15°. 
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operating-conditions were provided by maintaining as 1W0F Fi 
the patient’s blood-pressure at 80 mm. Hg. ¥ S100F ‘ 
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Failure to Maintain Hypotension 3 , : - z i , ; 


After the blood-pressure had fallen, the hypotensive 
state was easily maintained. In 2 cases only was it 
necessary to supplement the arfonad with procaine 
amide: in case 3 to keep the blood-pressure unusually 
low, and in case 1, a girl aged 6'/, years, to lower the 
pulse-rate (see below). 

Failure to Restore Blood-pressure 

Although arfonad is short-acting, the blood-pressure 
was seldom restored as soon as the infusion was stopped. 
There was usually a lapse of 1-20 minutes. This dis- 
advantage, with 2 exceptions, was overcome by flattening 
the table. In 2 cases ‘ Methedrine’ 5 mg. was injected 
to hasten the return of blood-pressure to normal. 


Illustrative Case-records 

Case 1.—A girl, aged 6'/, years, had four intracerebral 
hemorrhages during the past two years. Carotid arterio- 
graphy showed what proved to be an angioma in the parieto- 
occipital region. At 1.52 P.M. thearfonad drip was started 
(fig. 1). After three minutes the systolic blaod-pressure had risen 
from 102 mm, to 120 mm, Hg and the patient was coughing. 
It was then realised that the drip was leaking. Once this 
was rectified at 2.10 P.M., a very satisfactory response to the 
arfonad was obtained. 

This flexibility of the blood-pressure to suit the 
surgeon’s requirements could not have been obtained 
with the methonium salts, particularly in a child of this 


ace 
age. 
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nestyl’ to enhance the effect of the arfonad (fig. 3). Altogether 
this patient received 600 mg. of arfonad. Her systolic blood- 
pressure returned from 70 mm, to 90 mm. Hg eighteen 
minutes after the drip was stopped, and was back to her 
normal level of 140 mm. by the end of the operation, forty 
minutes later. 


This patient was large and healthy, and it would have 
proved very difficult, if not impossible, to produce these 
flexible results with methonium salts. 


Conclusions 

For operations on the cerebral blood-vessels hypo- 
tension is essential. For this purpose arfonad is 
superior to the methonium compounds ; for, being short- 
acting, it gives the anesthetist greater control of the 
blood-pressure, but still reduces the hemorrhage and 
intracranial tension to the satisfaction of the surgeon. 

However, it must be emphasised that arfonad is no 
answer to the dangers of hypotension, and should only 
be used in selected cases where the risk is necessary to 
reduce the greater risk of the operation. 


Summary 


The results are reported of a trial of the hypotensive 
agent arfonad in 52 major craniotomies. 

The advantages of arfonad over methonium com- 
pounds are discussed. 

The particular value of arfonad in the vascular surgery 
of the brain is emphasised. Records of 3 cases made 
during operation are illustrated. 

All these craniotomies were done by one of us (W. McK.). 
The anesthetists were Dr. Donald Blatchley, Dr. David 
Aserman, Dr. Sheila Anderson, and Dr. Edith de Winter, of 
the neurosurgical unit, St. George’s Hospital, and Dr. Aserman 
and Dr. Cyril Sanger, of the National Hospital for Nervous 
Diseases. Roche Products Limited kindly supplied the arfonad. 
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RESULTS OF TREATMENT OF 


INFANTILE CEREBRAL PALSY 
EIRENE COLLIS 
C.P.T., M.C.S.P., M.A.O.T., O.N.C. 
IN CHARGE OF CEREBRAL PALSY UNIT, QUEEN MARY’S HOSPITAL 
FOR CHILDREN, CARSHALTON 

ON an average 130 cases of motor retardation are 
yearly referred to the cerebral palsy unit of Queen Mary’s 
Hospital. The 200 cases discussed here are now under 
treatment ; they were referred at ages between 6 months 
and 15 years (average age 6!/, years). 

Treatment was provided for those with motor dys- 
function, either in the unit or in the child’s home. Where 
home treatment was instituted the parents were carefully 
instructed in the management of their children through- 
out the day, and progress was checked monthly at our 
cerebral palsy advice clinic, held by courtesy of the 
authorities at Lambeth Hospital. Cases selected for 
inpatient treatment at Queen Mary’s Hospital were 
usually of normal intelligence, but with grossly disabled 
motor systems or poor home facilities or both. 

Treatment is directed towards attainment of normal 
activity, including speech; but traditional methods of 
physiotherapy, occupational therapy, and speech therapy 
are not employed, and no traditional apparatus, drugs, 
or surgery are used. Educational facilities are provided 
for all children over 3 years of age who are inpatients, 
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and these are as nearly as possible those which are 
provided in ordinary schools. The teachers in the 
cerebral palsy classes are, like the rest of the staff, 
specially trained in the management of motor-deficient 
children of this type. 

‘* Intelligence testing ’’ of any subject must of necessity 
be inferior to the test of intelligence afforded by the 
whole life situation. The value of formal tests must 
depend on the skill of the tester; this skill becomes of 
even greater importance where there is defect of the 
motor apparatus, or of sight or hearing. ‘Thus, one 
educational psychologist, engaged in research into the 
educability of the cerebral palsied has given up verbal 
tests, and now bases her evaluation of the intelligence 
quotient on tests of motor competence (Dunsdon 1952). 
But this is to exchange one component of the thing to be 
tested for another. Certainly intelligence can only be 
expressed through the motor mechanism; but if this 
mechanism is defective tests of its competence will not 
accurately reflect the intelligence using it, and moreover 
the intelligence quotient will shift with changes in motor 
performance. We base our estimate of intelligence on the 
response of the child to the life situation itself (Collis 
1953). 

In the 200 cases here discussed, mostly sent to us with 
a diagnosis of spasticity and mental retardation, our 
findings have been as follows : 


’ 


A group of 26 were found to have unsteadiness of 
movement (athetosis), and to be of normal intelligence. 

** Athetosis ’’ is not properly a diagnostic term: originally 
it was applied to the symptom which Dorland’s Medical 
Dictionary describes as ‘‘ a constant recurring series of slow 
vermicular movements ...’ Nowadays it is often used as 
a diagnostic term to cover many different kinds of cases, 
including cases of abnormal movement in mental defectives, 
unmodified reflexes in spastic patients, variable rigidity, and 
even the unsteadiness of ataxia. Here I am using *‘ athetosis ’ 
only to cover that group of cases in which the sole neurological 
abnormality (apart from occasional deafness) is a distortion 
of normal movement (which may or may not be “‘vermicular ”’). 


Of these 26, 14 are now up to ‘normal standard for their 
ages and are attending ordinary schools; 7 are up to 
normal standard for their ages in the cerebral palsy class 
at Queen Mary’s Hospitai; 4 remained at special schools 
for handicapped children, whgre they were already 
established ; and 1 attends a school for the deaf and is 
up to normal for his age. 

Of the remaining 174 cases, 25 were found to be cases 
of variable rigidity and mental deficiency, and these 
25 children attend special schools for backward children, 
or remain at home. There were 3 cases of ataxia, and 
one of these attends a school for the deaf where he is up 
to normal standard, while the other 2 are mentally 
subnormal and are taught at home. 

The remaining 146 were cases of spasticity, and 6 of 
them are still inpatients in the unit. Of these 6, 2 are of 
normal intelligence and attend the cerebral palsy class, 
2 who are mentally subnormal also attend this class, 
and 2 are not yet of school age. Among the outpatients, 
8 attend normal schools, and 132 (including 16 hemi- 
plegics) attend special schools or have home tuition ; 
all these are mentally subnormal in greater or lesser 
degree. 

This gives an estimate of normal intelligence in only 
20% of cases referred, and this 20°% includes all those 
with athetosis (26), 13 with spasticity, and 1 with ataxia. 
Of the remainder (mentally subnormal) 67% had 
spasticity, 12% had variable rigidity, and 1% had ataxia. 

In cases of infantile cerebral palsy, a classical clinical 
picture is expected to develop, but our 12-year study has 
shown that the appearance or non-appearance of classical] 
neurological signs, deformity, and motor dysfunction 
largely depends upon the physical handling the children 
receive in the early stages. It has been found that where 
intelligence is normal the young child can learn to use his 
defective motor system in a normal manner and deformity 
does not develop. It has also been found that even where 
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gross dysfunction and deformity are already established, 
the condition of affected children can be greatly amelio- 
rated, and those of normal intelligence become able to 
express their mental processes intelligibly in movement, 
including speech. Those of subnormal intelligence, 
though their achievements are limited by their mental 
incapacity, become efficient in greater or lesser degree 
and often cease to be a grave burden to their families. 

I am grateful to Dr. C. D. 8. Agassiz for permission to 
publish data obtained at his hospital, Queen Mary’s Hospital 
for Children. 
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EFFECTS OF INHALATION OF SULPHUR 
DIOXIDE BY MAN 


Mary O. AMpUR 
Ph.D. Cornell 


WaALTer W. MELVIN, JUN. 
M.D. Colorado 


Pumire DRINKER 
Chem, Eng., Sc.D. (Hon.) Princeton 


From the Department of Industrial Hygiene, Harvard University 
School of Public Health, Boston 15, Massachusetts 


In the London fog of December, 1952, the densest 
concentrations of sulphur dioxide were 1-339 p.p.m. 
and of smoke 4:46 mg. per c.m. on Dec. 7 and 8, when 
the fog was at its worst (Scott 1953, Logan 1953). Both 
values are much greater than normal for that season of 
the year. In this connection the results of our laboratory 
studies of the respiratory response of man to low 
concentrations of sulphur dioxide are of interest. 


METHODS 


Concentrations of sulphur dioxide were established in 
a 2c. ft.‘ Lucite ’ chamber by metering in diluted sulphur 
dioxide (1% in air) from a steel cylinder. The sulphur 
dioxide joined the main air-stream (5 c. ft. a minute) 
before entering the chamber so that mixing was achieved. 
The concentrations of sulphur dioxide in the chamber 
were measured by the conductivity method of Thomas 
and Abersold (1929). 
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Fig. |—Effects of inhalation of sulphur dioxide 5 p.p.m. 
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The subjects of the experiment were at rest and 
breathed through a face-mask. A slide-valve hidden from 
their view enabled the mask to be connected to the 
chamber without their knowing it. The volume of 
expired air was measured in a spirometer, which was 
read every minute. The respiratory rate and pattern 
were obtained with a pneumotachograph (Silverman and 
Whittenberger 1949), a deyice for instantaneous recording 
of air-flow during breathing. It consists of a fine ‘ Monel* 
wire screen mounted in a face-mask. The screen measures 
the movement of air by measuring its velocity and 
volume through the screen by pressure loss or resistance 
of the screen, which bears a linear relation to the flow. 
The pressure corresponding to the flow is measured with 
a thin membrane whose movement is transmitted to an 
electrical recording device. From the direct tracing the 
whole breathing pattern, inspiratory and expiratory 
flow-rates, and other breathing characteristics can be 
obtained. 

RESULTS 


The ability to detect sulphur dioxide varied greatly 
from person to person. Concentrations of 1-2 p.p.m. 
were not usually detected. At 5 p.p.m. most people 
complained of a slight feeling of dryness in the throat 
and upper respiratory passages, but they could not 
actually ‘“‘smell’’ it. One person found 5 p.p.m. so 
objectionable that the exposure was stopped after five 
minutes, whereas others barely noticed it. People 
exposed to 6-8 -p.p.m. definitely detected sulphur 
dioxide in the air but said they became accustomed to 
it as the exposure continued. 

Fourteen normal people exposed to sulphur dioxide 
1-8 p.p.m. showed changes in respiration and pulse-rate. 
Tidal volume decreased, respiratory rate increased, 
minute volume remained unchanged, and pulse-rate 
increased. 

Fig. 1 shows the average values of tidal volume, 
respiration-rate, and pulse-rate for five people exposed 
for ten minutes to 5 p.p.m. The same pattern of changes 
was followed by each person. Tidal volume fell sharply 
at first and then levelled off at about 25% below the 
control value. Respiration increased by three or four 
breaths a minute, and pulse-rate by eight or nine beats a 
minute, during exposure. These values all returned to 
the control levels when exposure ceased. 
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Fig. 2 presents the average of four people exposed to 
1 p.p.m. It is at once plain that the pattern of changes 
was the same as that for 5 p.p.m. The tidal volume 
decreased during the first two minutes’ exposure to about 
25% below the control levels. During the remainder of 
the exposure period, however, it increased again to about 
15% below control values. 

Fig. 3 shows respiratory tracings obtained from two 
people, one exposed to 2 p.p.m. and the other to 1 p.p.m. 
The increased respiratory rate is indicated. The area 
under the curves may be taken as an indication of tidal 
volume, although this method was not used to measure it. 

The people so far discussed had no routine exposure 
to sulphur dioxide. To determine whether the same 
effects would be obtained from people regularly breathing 
atmospheres containing sulphur dioxide, two men from 
an industrial plant were exposed to 5 p.p.m. These men 
worked tending boilers in which an oil of high sulphur 
content was burned. The concentrations of sulphur 
dioxide in their working environment often exceed the 





A: CONTROL (Resp. 12 per min.) 





A: SO2g (Resp. 17 per min.) 





B: CONTROL (Resp.14 per min.) 





B: SOz2 (Resp. 18 per min.) 














Fig. 3—Pneumotachograph tracings. Upper portion of tracing is 
expiration, lower portion is inspiration. 


American maximal allowable concentration of 10 p.p.m. 
intended for eight-hour exposures (Archives of Industrial 
Hygiene and Occupational Medicine 1952). Fig. 4 shows 
the results of the tests on these two men. Apart from a 
possible transitory increase in respiration, the changes 
observed in the other people were not shown by these 
men. This seems to show that respiratory and cardiac 
responses to sulphur dioxide were less in them than in 
people who had not previously been exposed to it. 
Haggard (1923) states that the apparent tolerance of 
such men is due to chronic inflammation of the upper 
air-passages, producing a tenacious mucus which acts as 
a protective coating. In his opinion deadening of the 
reflex has removed one measure of protection. 
DISCUSSION 

Sulphur dioxide in concentrations as low as | p.p.m. 
van produce shallow rapid respiration and increased 
pulse-rate. We have previously shown (Amdur et al. 
1952) that comparable respiratory changes are produced 
by sulphuric-acid mist in concentrations as low as 
0-35 mg. per c.m. Although we have seen no report of 
concentrations of sulphuric-acid mist during the peak 
of the London fog, this substance is a known constituent 
of such fogs. 

All the subjects of our experiments were healthy men 
aged 28-58. No persons with pre-existing respiratory or 
cardiac disease were studied. 
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(A and B) regularly exposed to high contentrations of this gas. 





SUMMARY 


Normal people inhaled sulphur dioxide 1-8 p.p.m. 
through a face-mask for ten-minute periods. 

In all of them shallower and more rapid respiration 
and increased pulse-rate were observed during exposure. 

Similar but slighter changes were observed with sulphur 
dioxide 1 p.p.m. 

Men who worked daily in atmospheres containing 
sulphur dioxide 10 or more p.p.m. showed no changes 
when exposed to 5 p.p.m. 
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POLYCYTHAMIA WITH FIBROIDS 
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F. G. W. Marson 

M.D. Birm., M.R.C.P. 
LECTURER IN MEDICINE, UNIVERSITY OF LEEDS; FORMERLY 
SENIOR MEDICAL REGISTRAR, GENERAL HOSPITAL, BIRMINGHAM 


Tue following ‘case is recorded because manifest and 
serious polycythemia disappeared immediately after 
removal of large uterine fibroids by hysterectomy 
together with bilateral salpingo-odphorectomy,. 

CASE-RECORD 

A married woman, aged 48, was referred to the outpatient 
department on Feb. 14, 1951, with two years’ history of 
attacks of transient blurring of vision, soreness of the eyes, 
and muscular fatigue. She had always been of high colour, 
but this had noticeably increased during the previous two 
years. She denied headache or dyspnwa. No history of 
drug treatment or exposure to chemical agents was obtained. 
Menstruation had been irregular for two years, with scanty 
loss, and at no time had she had menorrhagia. Her previous 
health had been good, and there was no relevant family 
history. 

On examination she was small (weight 100 lb.), with con- 
gested face and bloodshot eyes. Her whole skin was deep 
reddish blue. Her retine were deeply coloured and the 
retinal veins engorged. Her abdomen contained a large 
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mass rising from the patie 2 and extending sowente to the 
umbilicus. A further mass, freely mobile and as big as an 
orange, was present in the left hypochondrium. There was 
no enlargement of the liver or of the spleen. The cardio- 
vascular system appeared normal; the blood-pressure was 
160/90 mm. Hg. No abnormal signs were found in the 
respiratory and central nervous systems. 
finger-clubbing. The urine 
sugar. 
Investigations.- 
per c.mm., 


There was no 
contained neither albumin nor 


A blood-count showed red cells 7,280,000 
Hb 148%, colour-index 1-0, white cells 5800 per 
c.mm. (polymorphs 78-5%, eosinophils 1-59, lymphocytes 
15%, monocytes 5%); platelets 125,000 per c.mm.; packed 
cell volume 72 c.cm.; mean corpuscular volume 88 ¢.u. ; 
mean corpuscular hemoglobin concentration 30% ; bleeding- 
time 1'/, minutes; clotting-time, initial 6'/, minutes, final 
7 minutes; prothrombin-time 18-5 sec. with control 25 sec. 
The plasma volume was 2040 ml. (Evans-blue method) —i.e., 
the blood volume was 7286 c.cm. Radiography of the chest 
showed “lungs striated, but no other chest abnormality.” 
No evidence of arteriovenous aneurysm was found on screening 
the chest. The long bones were radiologically normal. 
These results excluded polycythemia vera but did not reveal 
any of the recognised causes of secondary polycythemia. 

Operation.—Laparotomy was done by Prof. Hugh C. 
McLaren on March 27, 1951, and the abdominal masses 
were found to be multiple fibroids, one of which was peduncu- 
lated and freely mobile. Total hysterectomy, bilateral 
salpingo-odphorectomy, and appendicectomy were done with- 
out untoward incident or excessive hemorrhage. ‘The spleen 
was not enlarged. 

Postoperatively the patient’s recovery was uneventful. 
Pathological examination confirmed the nature of the tumours. 
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A week after operation the hemoglobin value had fallen to 
114%, and it continued to fall to normal levels. Repeated 
blood-counts have shown no recurrence of polycythemia 
during the last twenty-two months (see table). The patient’s 
symptoms have been completely relieved. 


COMMENTS 


We have been unable to find any published report of 
an association of secondary polycythemia with uterine 
fibroids, nor any record of its complete relief by surgical 
removal of the tumours. We can suggest no satisfactory 
explanation of this phenomenon. 





Medical Societies 





ASSOCIATION OF CLINICAL PATHOLOGISTS 


Tus society met in London on Oct. 1-3. Dr. E. N. 
Davey (Gloucester) was appointed president-elect. The 
chairmen at the various sessions were Prof. Matthew 
Stewart, Colonel L. R. 8. Macfarlane, Prof. R. Knox, 
Dr. J. V. Dacie, Prof. J. Heimbeck (Oslo), Prof. R. J. V. 
Pulvertaft, Mr. C. P. Stewart, p.sc., and Dr. H. B. May. 


Nevi and Malignant Melanomas 

Sopuie Spritz and Artuur C, ALLEN (New York) discussed 
the clinicopathological correlation of nevi and malignant 
melanomas. Their many beautiful illustrations were chosen 
to show how difficult it may be to confirm or exclude malig- 
nancy in pigmented tumours. After presenting their classifica- 
tion and describing the various clinical and histological types, 
they reviewed the evidence in support of humoral activation 
and referred to the receptivity of the newborn to secondaries 
transmitted from the mother. By contrast only two instances 
of primary melanocarcinoma had been recorded in infants, 
and in neither case was the evidence satisfactory. 

GEORGIANA BonseER (Leeds), who opened the discussion, 
referred to the part played by trauma in causing malignant 
transformation. Dr. ALLEN believed that it was very commonly 
held that trauma of a nevus was fraught with danger, but 
that in practice it was the junctional nevi which were liable 
to undergo malignant change and these were the ones most 
commonly found on many of the areas liable to trauma, such 
as the sole of the foot. Perhaps therefore the so-called vulner- 
able areas were vulnerable because junctional nevi were so 
commonly found there. 

Professor STEWART referred to an instance in which the 
malignant cells had evidently been kept in subjection for a 
long time. A large necrotic mass had been found in the 
sacrum, but at necropsy metastatic melanocarcinoma was 
found in the liver. It transpired that an eye had been removed 
some years earlier on account of a malignant melanoma: the 
peivic mass was deemed to be a greatly delayed secondary, 
while the liver deposits Were assumed to be tertiaries. 

Malignant Hypertension 

G. J. CUNNINGHAM (St. Bartholomew's Hospital) described 

two cases of malignant hypertension with kidneys which were 


partly smooth and partly granular. The first was a 60-year-old 
woman with mild hypertension whose illness suddenly became 


more acute and serious 3 years later. She presented on this 
second occasion with dyspnea, : vomiting, and both mental 
and visual disturbances. The blood-pressure was 260/150 
mm. Hg and the blood-urea 352 mg. per 100 ml. Death soon 
followed. The second patient was a man, aged 36, who had 
intermittent claudication. 5 years later he suffered from 
paroxysmal dyspnoea with a blood-pressure of 270/130 mm. 
Hg. He died soon afterwards in coma. Each case was found 
to have aberrant renal arteries, one of which had become 
obstructed by a thrombus. It was a matter of interest that 
the parts of the kidneys supplied by the thrombosed vessels 
showed mild hypertensive arteriosclerosis—the smooth areas 

while the remainder of the kidneys supplied by the patent 
vessels were grossly diseased, containing numerous areas of 
fibrinoid degeneration in both glomeruli and arterioles. The 
aberrant vessels were normal in appearance, but the throm- 
bosed vessels revealed underlying atheroma of a degree deemed 
sufficient to produce a measure of obstruction and to prevent 
the development of severe lesions in those parts of the 
organ. Because of the resemblance of the kidneys to those 
produced experimentally by Byrom and Wilson in rats, 
Dr. Cunningham referred to his cases as “a naturally 
occurring experiment.” 


Colitis Cystica Profunda 


H. B. GoopaLt (Dundee) described two examples of colitis 
cystica profunda. The first patient had suffered from macro- 
cytic anemia and mucous diarrhea followed by pelvirectal 
obstruction, the second from chronic ulcerative colitis with 
severe bleeding. In neither case were pathogenic organisms 
found. The peculiar breaches in the muscularis mucose, 
secondary to abscess formation, were believed to be of signifi- 
eance and the probable cause of the ingrowing mucus-secreting 
epithelium and the consequent formation of cysts. 

Epiloia 

L. Crome (Fountain Hospital) dealt with the structural 
features of epiloia, and indicated their relative frequency. 
Incomplete forms of the disease should be sought particularly 
among the relatives of patients with the fully established 
disease. Dr. Crome described in his series two instances of 
fibroelastosis of the heart and referred to two other reported 
examples. 

Malignant Disease of Bone 


Professor PuLVERTAFT and J. G. Humsie (Westminster 


Hospital) demonstrated a film prepared by phase-contrast 
microscopy which included examples of myelomatosis and 
other malignant conditions of bone. 
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Epidemic Hemorrhagic Fever 


Colonel Hueu R. GitmMorE (Washington) described the 
clinical and pathological features of epidemic hemorrhagic 
fever, sometimes called Korean fever. Although fighting 
began in Korea in June, 1950, it was not till the summer of 
1951 that the disease was recognised in United Nations troops, 
and it reappeared in 1952. It has affected only troops in the 
region of the 38th parallel and in rural areas: it has not been 
noted in Southern Korea. Cases have first appeared in May 


"with the advent of the light spring rains and have reached 


a peak in June. The incidence curve then falls after the 
summer rains and rises to a second and higher peak with the 
dry season in October. The incidence of the disease in a 
military unit is not heavy, for only a few individuals in a 
company may be affected and they may all be in the same 
squad. There has been no evidence of spread from person to 
person or through water or food, but it has been noted that 
soldiers may contract the disease after being confined for a 
while to certain areas, suggesting therefore an insect vector. 
United States workers consider a trombiculid mite (chigger) 
to be the responsible vector, and these are known to be 
distributed in highly localised foci at a time when the disease 
occurs and to have a limited range of movement. Japanese 
and Russian workers, however, earlier believed that the 
disease was conveyed by Laelaps jettmari, a mite found on the 
common field-mouse. Although there would appear to be 
more support for the former view the disease has not so far 
been transmitted to animals, and both the causative agent and 
its means of transmission remain unproven. Second attacks 
have not occurred. 

The onset is acute with a febrile stage accompanied by 
headache, back pain, and anorexia. Nausea and vomiting are 
common after the first 24-48 hours. The patient may complain 
of photophobia, blurring of the vision, and orbital pains, 
while a scarlatiniform rash of the face and neck earlier on in 
the disease is typical, together with infection of the conjunc- 
tive and pharynx. Albuminuria appears about the 3rd or 4th 
day, together with casts and often erythrocytes. One should 
hesitate to make the diagnosis in the absence of albuminuria. 
After 3-5 days the fever subsides and convalescence begins. 
In the more serious cases, however, petechial hzmorrhages 
appear about the 4th day on the palate and shortly afterwards 
along the axillary folds and the lateral chest wall and neck. 
Blood may appear in the urine, stool, or vomitus. Subcon- 
junctival bleeding was common in the outbreak of 1951, but 
less frequent in 1952. During the hemorrhagic phase there 
may be repeated episodes of shock during which the patient 
may die. The shock is accompanied by oliguria, azotemia, 
and persistent vomiting, but if recovery occurs a period of 
diuresis follows. The mortality-rate was 8% in 1951 and about 
5% in 1952. 

Leucopenia is usual in the early stage, but later there is 
leucocytosis with an increase of immature granulocytes. 
About 90% of patients show an increased capillary fragility 
by the Rumpel-Leede test, while moderate thrombocytopenia 
occurs in about 75% of the patients. The shock, which appears 
to be responsible for about two-thirds of the deaths, is 
presumed to be due to loss of serum through damaged 
capillaries. Deaths in the later phases are associated with 
dehydration, fluid and electrolyte imbalances, and renal 
failure. Né¢ropsy findings include hemorrhages in the kidneys, 
right auricle, anterior pituitary, and occasionally the adrenal. 
Focal hemorrhages have been seen in the meninges and 
brain. Focal myocarditis and mild diffuse interstitial pancrea- 
titis have been observed in some cases, while there may be 
necrosis of the anterior lobe of the pituitary extending into 
the infundibulum, of the pyramids of the kidney, of the 
adrenals, and occasionally of the islands of Langerhans. The 
lesions suggest the presence of an agent which causes capillary 
damage and, either directly or on account of tissue anoxia, 
cellular necrosis. There is no swelling of the capillary endo- 
thelium as in typhus. No treatment has been found to be of 
avail other than absolute rest. Evacuation by helicopter 
rather than by ambulance is believed to have saved lives. 
Mite-repellants are now freely and successfully used in the 
affected areas. 

Intestinal Spirochetosis 


A. G. SHERA (Eastbourne) described instances of intestinal 
spirochsstosis associated with persistent relapsing diarrhoea. 
Staphylococcal Coagulase 


E. S. DutrH1E (Southampton) spoke on the mode of action 
of staphylococcal coagulase, which is of two sorts—the bound 
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and the free. The former acts directly on the fibrinogen of 
certain animals and is the one concerned in the slide test 
commonly employed; the latter, which is responsible for 
the reaction in the tube test, is liberated in the culture-medium 
and clots any fibrinogen provided that an activator is present. 
Bound coagulase is liberated in autolysis, and its presence can 
be shown by an antibody-inhibition test. Reference was made 
to the value of these separate forms of coagulase in the 
preparation of vaccines. 


Laboratory Investigation of Poliomyelitis 

G. L. LE Bouvier (Colindale) described recent developments 
in the laboratory investigation of poliomyelitis, mentioning 
in particular the value of tissue culture in the identification 
of the strains of the virus. Type | was first identified in this 
country in London in June, 1946, type 2 in Stowmarket in 
August, 1951, and type 3 in Cardiff in December, 1951. All 
three types occur from time to time. The complement- 
fixation test is held to be of little worth in the diagnosis of 
the disease, but it is of value in epidemiological studies. 


Hemophilia and Christmas Disease 

J. R. O’Brren (Plymouth) discussed the differential diag 
nosis of hemophilia and Christmas disease, for several families 
credited with having had the former are now known to have 
had the latter. Patients with Christmas disease have a long, 
although sometimes a normal, clotting-time, an abnormal 
prothrombin consumption, and a delay in thrombin generation. 
In the laboratory the defect can be made good by normal 
plasma. The thromboplastin-generation test is used to decide 
whether the fault lies with the serum factors amongst which 
is the Christmas factor or the albuminia-treated plasma 
fraction containing the antihemophilic globulin. Blood used 
in transfusing these patients must therefore contain the 
Christmas factor, the anti-hzemophilic factor being unneces- 
sary. In a patient studied over a period of 5 months it was 
noted that the clotting and prothrombin-consumption times 
were readily restored to normal with blood and plasma 
transfusion, but that 4 pints was usually needed to restore 
temporarily the thromboplastin-generation test to normal 
and bring about a cessation of the bleeding. 


Erythremic Myelosis 


’ 

G. DiscomBE and K. H. Nickxotu (Central Middlesex Hos- 
pital) described a case of erythroleukemia in which the 
prolongation of life by means of transfusion had made it 
possible to study the pathological process at a later stage 
of the disease. The patient, a man aged 72, eventually devel- 
oped an acute granulocytic leukemia and died of cerebral 
hemorrhage. These workers suggest that as nothing is known 
as to their pathogenesis the so-called erythremic myelosis 
or Di Guglietmo’s disease and acute leukemia with erythro- 
blastic onset should be grouped together. 


Sickle-cell Trait 

H. LEHMANN (St. Bartholomew's Hospital) dealt with the 
distribution of the sickle-cell trait. In negroid Africa the 
highest incidences are found in the north and east, falling 
somewhat towards the west and diminishing towards the 
south, so that in South Africa it is virtually absent. In 
Uganda it is about 20% in the Nilotic-speaking tribes but 
almost nil in those speaking a language related to Hamitic. 
In the Bantus the incidence of the trait varies in inverse 
proportion to the degree to which they were in contact with 
the recent Hamitic invaders. Thus it might seem that the 
trait came from Asia. In Europe some sickie-cell-trait carriers 
are found in Italy, and a few isolated pockets with high 
incidence exist in Greece. Wherever the sickle-cell trait is 
frequent there is malaria, a low social status, and close 
inbreeding. 

Diagnosis of Myelomatosis 


J.G. Humsie and N. F. MaciaGcan (Westminster Hospital) 
discussed sternal-marrow findings and flocculation tests in 
the diagnosis of myelomatosis. 


Iron-containing Granules in Erythrocytes 


A. 8. Dovetas and J. V. Dacre (Postgraduate Medical 
School of London) described the incidence and significance of 
iron-containing granules in human erythrocytes. These 
were found to be present in reticulocytes but rarely in adult 
erythrocytes except following splenectomy. They believed 
that the spleen might be responsible for the assimilation of 
iron in the synthesis of the hem molecule. 
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Tests in Burned Patients 


S. Sevirr (Birmingham) had made use of corticotrophin 
(A.c.T.H.) or adrenaline to determine whether acute adreno- 
cortical failure in burned patients was still present after 
the eosinophils had returned to normal. Of 14 patients 
tested with corticotrophin 12 gave normal eosinophil-depres- 
sion curves indicating normal stimulable reserves of the 
adrenal cortex. The remaining 2 failed to produce eosinopenia. 
The Ist ultimately died ; but a few days after the test spon- 
taneous eosinopenia developed, indicating that if failure had 
occurred earlier it- was of short duration. The 2nd patient 
continued to produce abnormal curves until the 16th day 
when the test became normal. In 9 of the 12 patients tested 
with adrenaline normal curves were found. Abnormal results 
were found in 2 children who had become confused and 
irrational. Since adrenaline produces eosinopenia indirectly, 
probably via the hypothalamus, its lack of eosinophilic effect 
in a patient reacting normally to corticotrophin is probably 
due to pituitary or hypothalamic disturbance. 


Test for Tuberculous Meningitis 


The value of a test for early tuberculous meningitis based on 
the passage of bromide from the blood to the cerebrospinal 
fluid was reported by Honor Smit and G. HUNTER (Oxford). 
The transference of this substance appears to be greatly 
facilitated in tuberculous meningitis when compared with 
comparable forms of meningeal inflammation. 


Demonstrations and Address 
The next session was devoted to demonstrations and to 
Dr. R. G. MAcFARLANE’s film on sternal puncture. There- 
after Prof. Dornoruy RussE.u delivered a presidential address 
(printed on p. 771). 





Tests of Pituitary Function 
J. HARKNEssS and C. Donovan (Portsmouth) had confirmed 
the findings of Stewart, Horn, and Robson (1953) in which 
it was shown that corticotrophin causes an increase in the 


plasma total ascorbic acid together with an_ increased 
proportion of ‘‘ reduced ascorbic acid,’ whereas cortisone 
causes no change in the total level although there is an 


increase of “ reduced ascorbic acid.’”’ They new described a 
test of pituitary function based on the ascorbie acid levels 
after an injection of corticotrophin. The degree of response 
in some psychotics was found to be lower than in normal 
controls. Changes similar to those produced by cortico- 
trophin were noted after electroconvulsive therapy, emotional 
stress, oral sodium salicylate, or phenyl-butazone. 


Steroids and Water Metabolism 


M. Lamorre and L. Justin-BEsANcoNn (Paris), whose 
paper was presented by J. J. BERNIER, referred to the influence 
of steroids on water metabolism. (Estradiol was effective in 
increasing the total water-content of the body, but glomerular 
filtration remained practically unaltered although the caleu- 
lated renal plasma-flow was slightly lessened. Diuresis 
provoked by water consumption was not modified, but when 
brought on by saline it was considerably lessened. Sodium 
chloride was not eliminated, the arrest of the sodium being 
the reason for this. Testosterone, on the other hand, induced 
an increase of weight without any increase of either total or 
extracellular water; in other words the increase of weight 
was due to an increase in body-tissue. The renal plasma-flow 
however, was increased as was also the diuresis induced by 
water or saline. The elimination of sodium was only impaired if 
the kidneys had been previously damaged. Cortisone caused 
a marked retention of water and sodium, yet increased both 
glomerular filtration and the renal plasma-flow. Notwith- 
standing this, diuresis induced by the ingestion of water was 
increased. In these studies the total water-content was 
estimated by the antipyrin method, and the extracellular 
water by the mannitol technique. 


Postoperative Retention of Salt and Water 


A. A. G, Lewis and L, P. Le QuEsNnr (Middlesex Hospital) 
dealt with the problem of the postoperative retention of salt 
and water. For 24-48 hours after operation (the observations 
were made on gastrectomy patients) there is a diminished 
excretion of water, the result of release of antidiuretic hor- 
mone. This is due to the emotional disturbance associated 
with the operation and is probably accentuated by morphine 
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and anesthesia. Sodium retention occurs in two phases, often 
separated by an increased sodium excretion :. the first, on 
the day of operation, is probably mainly due to hemodynamic 
factors ; the second, usually beginning on the 3rd day, can 
be considerably reduced by ensuring a reasonable potassium 
intake throughout. In some cases, particularly when no 
potassium was given, continuous postoperative sodium and 
water retention could be observed. In the discussion which 
followed reference was made to the value of weighing patients 
for the rapid assessment of sodium and water retention. 


Fallacies of the Test-meal 


F. Avery Jones (Central Middlesex Hospital) referred to 
the fallacies of the test-meal. The shaded area on many test- 
meal charts corresponds to the findings in 80% of Bennett 
and Ryle’s series of healthy subjects. The remaining 20%, 
although they show less or more acid than the majority, are 
nevertheless in perfect health. A high or low reading therefore 
should not be taken to imply an irregularity of gastric function. 
Follow-up studies on patients with high readings have not 
shown any correlation with dyspepsia, unless there was an 
increased volume of secretion. A high acid curve may be 
due to rapid emptying or to hypersecretion. Achlorhydria in 
clinical practice implies a gastric juice with pH greater than 
3-5, but at this level there is still a little acid present. Patients 
with histamine-fast achlorhydria may be studied further by 
24-hour pH curves ; those with primary anemias give a pH 
of 4-5 or higher, whereas those with ulcer dyspepsia have free 
acid for many hours throughout the day. The main indication 
for a test-meal is in those patients with vague symptoms 
referable to the upper abdomen in whom radiological reports 
have been negative. In such cases the test might be helpful 
in revealing the presence of carcinoma by gross bloodstain- 
ing and an increased difference between the free and total 
acidity. Acid is found in at least a third of patients with 
carcinoma of the stomach. Dr. Avery Jones always found 
it valuable to know if the blood reported as present was in 
fact gross bloodstaining or merely positive for blood with 
chemical tests. He believed that very little was to be gained 
from the routine use of test-meals in cases of peptic ulcer. 

In the discussion which followed he said that he preferred 
the gruel test-meal to the alcohol meal because the former 
produced a more physiological form of distension of the 
viscus. A nasal tube was easier for the patient and was 
certainly to be preferred when a 24-hour test was indicated. 
The tubeless test-meal was probably adequate for the investi- 
gation of cases of pernicious anemia. He agreed that the 
management of the patient during the test should be in the 
hands of an experienced and competent sister familiar with 
all the pitfalls in the technique, and that failure to observe 
this precaution was liable to produce unsatisfactory and 
misleading results. 


Tests of Glomerular-filtration Rate 


J. E. Crark and A. P. Kenny (Glasgow) reported on a 
series of 63 patients in whom the thiosulphate and inulin 
clearance tests had been compared. The estimation of plasma- 
thiosulphate was found to be unsatisfactory ; and moreover 
it appeared that thiosulphate was actively excreted by the 
tubules, the excretion becoming maximal at _plasma- 
thiosulphate concentrations of 16 mg. per 100 ml. The 
estimation of thiosulphate clearance was inadequate as a 
measure of glomerular-filtration rate. These workers adduced 
evidence that in myxedema tubular reabsorption of 
thiosulphate is inhibited. 


Estimation of Serum-cholinesterase 


B. W. Meapr (Westminster Hospital) reported that the 
colorimetric determination of serum-cholinesterase was satis- 
factory for routine use, but that the test had proved of little 
value in the diagnosis of thyrotoxicosis. 


Liver-function Tests in Rheumatoid Arthritis 


P. W. Darsy (Westminster Hospital) described his findings 
in 50 cases of rheumatoid arthritis in which a battery of liver- 
function tests had been carried out. While positive flocculation 
tests which he obtained represented changes in the serum- 
proteins which might or might not be due to liver disease, the 
results with Mateer’s bromsulphthalein test and the estimation 
of urine-coproporphyrin as recommended by Schwartz 


showed that in rheumatoid arthritis a degree of liver damage 
exists which is significantly greater than that with chronic 
ill health from other causes. 
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Reviews of Books 





Disposal of the Dead 
C. J. Poison, M.D. Birm., F.R.c.P., professor of forensic 
medicine; R. P. BRITTAIN, M.A., B.SC., M.B., LL.B. Glasg., 
senior lecturer in forensic medicine; T. K. MARSHALL, 
M.B. Leeds, lecturer in forensic medicine, University 
of Leeds. London: English Universities Press. 1953. 
Pp. 300. 21s. 

To collect in one volume the more important material 
concerning the disposal of the dead was a good idea, 
and this book, after a historical introduction, deals with 
mediate disposal (including death certification and 
registration), cremation, burial (including funeral rites), 
exhumation, embalming, and funeral direction. Admit- 
tedly, if the object were an exact and comprehensive 
exposition of the law and practice, many of these subjects 
would require a textbook to themselves; and, though 
the book is full of useful and curious information, it 
suffers in places from lack of detail. 

Thus the 4 pages on anatomical dissection would be the 
better for expansion. The distinction is not clearly drawn 
between the main sources of supply to schools of anatomy 

i.e., the unclaimed bodies of persons dying in welfare 
institutions, and bodies made available by voluntary bequests. 
There is also confusion between the Anatomy Act, which 
is “an Act for Regulating Schools of Anatomy,” and 
the practice of post-mortem examinations. In references 
to sections of the Anatomy Act, the number of the 1940 
Order extending the period before interment is misquoted, 
and a similar Order for Scotland, which preceded that for 
England and Wales by twenty-four years, is not mentioned. 
Beyond a reference to the forms required at Leeds, little is 
said which would help funeral directors to deal with the 
actual procedure in cases where a voluntary bequest has been 
made for anatomical dissection.. The chapters on cremation 
and embalming are excellent, but that on international 
transport of the dead refers neither to the sailor’s dislike of 
carrying bodies on a ship, nor to the International Agreement 
concerning the Transport of Bodies, signed in Berlin in 1937 

though this has only been ratified by some dozen 
countries, 


For such reasons it would perhaps be well to make the 
next edition rather larger. But in its present form it 
fills the greater part of a considerable gap. The medical 
reader will find much to inform him; and so, of course, 
will the funeral director, for whom the book is primarily 
intended. 


The Surgery of Infancy and Childhood 


Its principles and techniques. Rospertr E. Gross, M.D., 
p.sc., William E. Ladd professor of children’s surgery, 
Harvard Medical School. Philadelphia and London : 
W. B. Saunders. 1953. Pp. 1000. 80s. 

Tus is the record of Professor Gross’s long experience. 
The subject covered is pediatric surgery—after the ortho- 
pedic.surgeons have claimed the fractures and deformities, 
the plastic surgeons the cleft lips and palates, the nose and 
throat surgeons the glands of the neck and the disorders 
of the nose and throat, and the neurosurgeons the ills of 
their chosen domain. Professor Gross is fortunate in 
retaining the chest and urological surgery, which in this 
country would also probably go elsewhere. However, 
there is more of the child left than one might suppose, 
and in each of the 61 chapters of this book there is a 
working plan for the diagnosis, treatment, operation, and 
aftercare of a disability. The author has himself tried 
and proved the steps recommended, and the young 
surgeon who has had little experience of children’s 
surgery could follow the instructions and never go far 
wrong. It is a book which could never be written by 
a young man: not a word is based on hearsay or 
theorising. 

Certain differences in approach and technique from. ours 
are inevitable. Few anesthetists in large centres in England, 
for instance, would nowadays agree that the open-mask drop 
method is the anesthesia of choice for these cases, though 
they would have done so ten years ago. Drainage is advocated 
for appendicitis with peritonitis more often than would be 
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the case here. Infants with hypertrophic pyloric stenosis are 
given 10% glucose intravenously, 10 ml. per lb. per day, and 
subcutaneous saline 15 ml. per lb. per day. The 10% glucose 
is hypertonic and makes adults very thirsty ; and the amount 
of subcutaneous saline administered is equivalent to giving a 
10'/, st. man 2250 ml. of fluid subcutaneously every twenty- 
four hours—an experience from which even the stout-hearted 
would shrink. 


Discussing duodenal atresia, Professor Gross says that 
careful assessment of the child’s mental state must be 
made, since many children with duodenal atresia are 
mongols—the implication being, apparently, that those 
thought to be mongols should be allowed to die. This 
seems dangerous reasoning. But if his book sometimes 
evokes opposite opinions, it is nevertheless one which 
deserves to find an honoured place in all pediatric 
centres. 


Stress and Disease 
HAROLD G. WOLFF, M.D., professor of medicine (neuro- 


logy), Cornell University. Springfield, [ll.: Charles C,. 
Thomas. 


Oxford: Blackwell Scientific Publications. 
1953. Pp. 199. 40s. . 


THIS monograph in the American Lectures in Physio- 
logy series brings together in a small volume much 
original work which Professor Wolff and his colleagues 
have already published. It offers a concise review of 
some of man’s reactions to danger and his adaptive 
responses, Which Dr. Wolff has done so much to study 
by controlled experiment. Many of his results are well 
known, for he is a pioneer of the scientific investigation 
of the effects of emotion on the human body. To some 
the concepts expounded may seem too wide and too 
comprehensive, the arguments uncritical; to others 
the evidence will be convincing... But none can fail to be 
fascinated by the skill and brilliance of the writing. 
Broad principles are related to particular examples of 
demonstrable changes in the subject. These are not 
based on animal studies, but on the results of varied 
stimuli to the skin, the stomach, the colon, the heart, 
or other organs of the human being. Many of the 
conclusions seem common-sense comments on accepted 
observations, but it is rare to find them so clearly 
expounded. Man’s reaction to man may be at least 
as important as his reaction to a microbe, and the threat 
of a danger may call forth responses little different 
from the assault itself. Professor Wolff produces 
evidence that man must pay some price for the way in 
which he lives—and that some of the price of adaptation 
and reaction may be pain and disease. In the contented 
and well-adjusted subject the response to an emotion 
or a stress may be transient and harmless; but under 
conditions of anxiety or resentment, caused by a threat, 
a drug, or the mere effort of coping with day-to-day 
burdens, this same person may react quite differently. 
It is, therefore, in fostering the adaptive-protective 
response, and in changing the way in which a particular 
subject perceives a stress, that the physician may be 
able to do most good ; and Dr. Wolff believes that of his 
739 subjects, two out of three were constructively altered 
during a three-year period of study. The main thera- 
peutic aim was to produce tranquillity and freedom from 
sustained hostility and resentment. 


Founders of Neurology 
Editor: WrBB HAYMAKER, M.D.; chief, neuropathology 
section, Armed Forces Institute of Pathology, Washington, 
D.C., with the biographical and editorial assistance of 
Karu A. Barer. Springfield, Ill.: Charles C. Thomas. 
Oxford: Blackwell Scientific Publications. 1953. Pp. 479. 
75s. 6d. 

Ir the purpose of biography is to inspire by example, 
Dr. Webb Haymaker and his associates may well be 
content with this interesting illustrated collection of 
character studies, prepared for the Fourth International 
Congress of Neurology. To provide, in a single volume, 
succinct accounts of 133 of the masters of neurology, 
written by their admirers and in some instances their 
pupils, is an achievement of note. gtk bros 


It is salutary to be reminded of the prodigious output of 
work of Ramon y Cajal, of J. E. Purkinje (who had to wait 
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years for his long-wanted microscope), and of the versatile 
Heinrich Obersteiner. We read of the stoicism of the youthful 
Nicholas Achucarro, a victim of Hodgkin’s disease; and of 
Alfons Maria Jakob, a tremendous worker, who suffered for his 
last 7 years from osteomyelitis and died at the age of 47; and of 
the perseverance of August Forel, who, when most men 
would have surrendered to fate, learned after a stroke to 
write left-handed, and continued at work for another 19 years. 
Dr. von Bonin portrays well the polite and genial Rudolph 
Albert von Kélliker, who retired from his chair at Wirzburg 
at the age of 85 after publishing twenty papers in his last 
8 years in office. Tribute is paid, too, to the memory of 
Alfred Walter Campbell, who, fired by the encouragement 
of Sherrington, did his important pioneer work on 
cerebral topography in the lonely laboratory of Rainhill 
Asylum. 

Success has come to neurologists for different reasons. 
Charcot and others lived in the heroic age of neurology ; 
and he made full use of the unparalleled facilities of the 
Salpétriére at a time when the paralysed were in need of 
medical classification. The important contribution of George 
Sumner Huntington was made in general practice. The 
success of Alois Alzheimer, who died at the age of 51, lay in 
the fact that he combined the clinical and pathological 
approach to brain disease. Dr. A. T. Rasmussen describes 
the indefatigable Franz Nissl as ‘‘a gnome of a man,” a 
genius and a practical joker; and the portrait of the versatile 
Silas Weir Mitchell, influenced throughout life by Claude 
Bernard and also by his vivid memories of the battle of 
Gettysburg, is ably drawn by Dr. Haymaker. 


Considering that these biographies conform to a single 
pattern, they are remaikably good: emphasis has 
rightly been laid throughout on an accurate study of 
the man’s character rather than on the bald facts of 
his curriculum vita. Some of the essays are too short 
to do full justice to their subjects; but the editor, by 
weaving into the text a running history of neurology, 
has done what he set out to do in a most engrossing 
manner. 


Les psychoses passionelles 
J. Bore, Médecin-Chef des Hépitaux Psychiatriques. 
Paris : Expansion Scientifique Frangaise. 1952. Pp. 472. 
Fr. 2000. 

To appreciate this book fully one needs to be well 
acquainted with classical French psychiatry, and with 
classical French literature. Dr. Borel draws his quota- 
tions from La Bruyére or Moliére almost as often as 


from Laségue, Magnan, or Esquirol. The writers, 
however, to whom he turns oftenest are Ribot and 
de Clérambault—Ribot who published his Essai sur 


les Passions in 1906, and Clérambault, the brilliant and 
erratic clinician who saw in the mechanism of passion 
a generative force giving rise to diverse psychoses, 
les délires passionels. He writes in clear and sometimes 
eloquent language of the physical and psychological 
characteristics of passion and of its pathological forms, 
which he discerns in hypochondria and in mystical 
love as well as in jealousy, revenge, and erotomania. 
His clinical analyses are careful studies of morbid feeling ; 
they owe nothing to psycho-analysis, as he points out, 
and have more in common with Balzac than with 
Lagache. Even those who dissent strongly from his 
method and views will enjoy his lucid exposition and 
lively critique. 


Chemical Physiology of Contraction in Body and Heart 
Muscle 


A. Szent-Gy6roGy1, PH.D., Institute for Muscle Re- 
search, Marine Biological Laboratory, Woods Hole, 
Mass. New York: Academic Press. 1953. Pp. 135. 
$4.80. 


Tus book is divided into sections: (1) introductory 
notes on the histology and physiology of muscle ; (2) the 
molecular mechanism of motion in voluntary muscle ; 
(3) a study of heart muscle ; and (4) some general views 
about the factors essential to muscle activity. Dr. Szent- 
Gyérgyi, whose outstanding record in biochemical 
discovery and thought is well known in this country, 
here states and amplifies many of the almost revolu- 
tionary views on muscular contraction which caused so 
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much discussion when he put them forward in his earlier 
book, The Chemistry of Muscular Contraction. 

This new book, he says, ‘‘ is not offered as a comprehensive 
and objective review ; it is the presentation of a problem ” 
as he sees it after fourteen years’ experiments with muscle. 
He has “endeavoured to talk in a language understandable 
to the average biologist, stressing outlines more than details, 
and hoping to be excused by those who prefer a more technical 
treatment.” In these aims he is entirely successful, for he has. 
written a stimulating and controversial little book easily 
to be understood by anyone even slightly acquainted with 
muscle physiology and biochemistry. His rather quaint 
English is here a great advantage, for he eschews pompous 
and complicated sentences and produces an effect of clarity 
and charm, 


The reader will find here the experimental evidence for 
the conception of actomyosin (the contractile protein 
element) made up of actin and myosin, of the ‘‘ mero- 
myosins ’’ of which the latter is composed, and of the 
part perhaps played by adenosine triphosphate (A.T.P.) 
in the contraction process. Here is a fascinating story 
about the recent work of his school on heart muscle, and 
exciting hypotheses about the way in which the nervous. 
impulse may act. For all who value inspired speculation 
and who wish to keep abreast of present-day develop- 
ments in muscle biochemistry, physiology, and pathology, 
this book is indispensable. 


Thinking 


An Introduction to its Experimental Psychology. GEORGE 
HuMpPuREY, professor of psychology in the University of 
Oxford. London: Methuen. 1951. Pp. 331. 21s. 
Professor Humphrey, who in 1933 provided us with a 
thoughtful book on learning, has now written a learned 
book on thinking. This scholarly work covers a wide and 
fundamental field of psychology, in which it is easy to 
miss the wood for the trees: but Professor Humphrey’s 
masterly grasp keeps the material in such proportion 
that the reader has the main problem always before him. 
The first chapter deals with association, and argues that 
the conditioned reflex theory is the modern form of the 
classical theory of association, against which much 
subsequent experimental work was ‘‘ an unsuccessful 
revolt.’ This is illustrated by the monumental studies 
of the Wiirzburg school, to which the next three chapters 
are devoted. ‘The Gestalt theory, and the connection 
between thought and motor reaction, are next examined. 
A particularly valuable chapter is devoted to language 
and thought ; a fuller treatment of aphasia would here 
have been welcome, but throughout the book the author 
has deliberately abstained from examining pathological 
thinking, except incidentally and briefly. The reader 
concerned with anomalies such as schizophrenic thinking 
will therefore find no direct reference to them, but a rich 
supply of theoretical and experimental data many of 
which throw light on his problems. 


Carbohydrate Metabolism (2nd ed. Chicago: University 
Press. London: Cambridge University Press. 1952. Pp. 
336. 64s.).—This revised and slightly enlarged edition of 
the well-known work by Dr. Samuel Soskin and Dr. Rachmiel 
Levine will be as well received as its predecessor. The 
authors describe it as a correlative text which brings 
together biochemical, physiological, and medical knowledge 
of carbohydrate metabolism in a unique way. The claim is 
substantiated ; yet the work remains personal in its presenta- 
tion, stressing, as it does, the authors’ particular viewpoints. 
Thus great prominence is given to the réle of the liver in 
the control of the blood-sugar. Besides containing an 
additional 230 selected references, this edition includes new 
material on the interconvertibility of foodstuffs, isotope 
studies, and hormones—in particular, insulin and the adrenal 
steroids. As in the first edition there is a good critical 
account of the significance of respiratory quotients and 
dextrose: nitrogen ratios and an excellent review of the 
mechanisms concerned in ketosis. The possible réle of 
pancreatic hyperglycemic factor in the apparent action of 
insulin on liver glycogen has been disregarded, and the 
discussion of insulin resistance in infections omits any reference 
to the adrenal cortex. These, however, are small criticisms of 


a work which will be widely used and appreciated. 







































THE Lancet] 


THE LANCET GENERAL ADVERTISER [Oct. 10, 1953 











- A New Bayer Product 

















In angina pectoris, Mycardol* reduces the severity of the 
attacks and may help to diminish their frequency while, 
at the same time, improving exercise tolerance. 
Especially valuable in reducing the need for repeated 
doses of trinitrin, and of extremely low toxicity, 

this long acting nitrite provides a new and important 
adjuvant in the routine management of angina pectoris. 


* Pentaerythritol tetranitrate. Packings : tablets of 30 mg. 
(scored to give 15 mg. per half 
tablet), in bottles of 100 and 1,000 
tablets. The basic N.H.S. price of 
one week’s treatment is 1/6d. 
Manufactured in England by 


BAYER PRODUCTS LIMITED 
Africa House, Kingsway, London, W.C.2 
Associated export company : WINTHROP PRODUCTS LIMITED, London 





Trade Mark 





MAI331 





For the elderly patient... 


The observation that ‘* He who is of a calm and happy 
nature will hardly feel the presence of age ’’ is as true 
in this modern era as in the days when Plato wrote it. 
Today, however, chemotherapy enables greater 
practical use to be made of the philosopher’s advice. 
*Theogardenal’ brand Tablets of Phenobarbitone and 
Theobromine B.P.C. calm the worried patient, and 
provide symptomatic relief in conditions associated 
with vascular changes in the elderly. 


‘THEOGARDENAL’ 


trade mark brand 
Tablets of Phenobarbitone and Theobromine B.P.C. 
Each tablet contains theobromine gr.5 and 
phenobarbitone gr. }. 
The average Drug Tariff basic price of 24 tablets is 10d. 
AN M&B brand MEDICAL PRODUCT 
Detailed literature a vailable on request 


Manufactured by 
MAY & BAKER LTD 
distributors C@MMAMAM!|H@q@qq7H@MMM@@q@q@T@/M/!/!@]q@}@H@qZZ7TMHTW@WTW@V@TVY@@7TMMttbtétttttttttétb 





PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
27 








Tue Lancer] THE LANCET GENERAL ADVERTISER [Ocr. 10, 1953 


Bloodless 
revolution 








Yds 


rma 
ae - z 


The introduction of ‘Dextraven’ has 
made available for the first time a 
dextran solution with controlled optimal ‘ 
molecular content which has been referred = 
to as “ narrow fraction dextran.” It pro- \ 
duces rapid elevation and _ prolonged \\ 
maintenance of blood volume and normally 
ensures that over 50% of the dextran adminis- 
tered remains in the circulation after 24 hours 
—a longer period than has been possible 
with any previous blood volume restorer. 
*Dextraven’ is the preparation of choice for 
the restoration of blood volume. The 
British Encyclopedia of Medical Practice 
(Medical Progress, 1952) states —‘* There 

is little doubt that the narrow fraction 
dextran will revolutionise supportive 
therapy and may be regarded as one of 

the major advances of the year.” —Truly 

a bloodless revolution. 


ee 


Pn ee ne nts OT ne 








Lextraven ... 


. Developed by | research at 


Benger Laboratories 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 

















THE LANCET] 





THE LANCET 


LONDON: SATURDAY, OCT. 10, 1953 


Our Natural Element 


Last year over 4000 people in Greater London lost 
their lives in a major disaster. This was the fog which 
descended on the capital on Dec. 5 and did not lift 
until Dec. 9. No other recorded fog has achieved any- 
thing like this death-rate : the “ smog” in the Meuse 
Valley in 1930 was responsible for only 64 deaths, and 
that in Donora, Pennsylvania, in 1948, for 20. The 
increased mortality from the London fog was spread 
over the two succeeding weeks, and was particularly 
high among those aged 45 and over, though young 
children too were seriously affected. The National 
Smoke Abatement Society are as anxious as the rest 
of us that such disasters should not recur ; and they 
opened their twentieth annual conference, held at 
Glasgow, from Sept. 30 to Oct. 2, by discussing how 
to prevent them. 

We manufacture our own fogs—wrapping our cities 
(in JoHN EvEtyn’s classic phrase) in a “ hellish and 
dismall cloud of seacoale’”’; but the weather has to 
collaborate. Under ordinary conditions, as Mr. A. 
PARKER, D.SC., explained, the upper air is cooler than 
the air near the earth’s surface, and as the warm air 
rises there is a constant circulation, which produces a 
breeze or wind. Occasionally, however, the tempera- 
ture at ground level falls below that of the layers 
above, which means that no air rises, there is no wind, 
and, if the air is humid, fine drops of moisture condense 
in the lower stagnant levels, causing a mist or fog. In 
densely populous and industrial areas sulphur-dioxide 
gas and other products of fuel combustion, which are 
normally dispersed and diluted by the wind, collect 
in the stagnant layers in increasing concentration and 
give the fog that objectionable flavour and irritating 
quality so characteristic of the “‘ London particular.” 

December last year opened with frost and local fogs, 
followed by milder weather on Dec. 3; then, on Dee. 4, 
a large anticyclone reached us, and stayed until Dec. 8, 
causing frost and fog. Milder weather did not reach 
London till ‘Dec. 9. The depth of the fog was variable, 
being 500 ft. above sea level at Ranmore Common, 
Surrey, though Hayes Common, Kent, which has an 
altitude of only 250 ft., was almost clear for the whole 
period ; while at Blackheath, at an altitude of only 160 ft., 
the tops of the buses were above the fog for part of the 
time. There was hardly any wind, and maximum 
temperatures ranged from 32° to 43°F. The concentra- 
tions of smoke and sulphur dioxide in the air of the 
Thames Valley between Westminster and Beckton, from 
Dec. 2-4, were about the same as the averages for 
December, 1951 (when there was no intense fog): that is 
to say about 25-71 mg. of smoke per 100 ¢.m., and 10-21 
parts of sulphur dioxide per 100 million parts by volume. 
From Dec. 5-8, however, the comparable figures for 
smoke were 103-375 mg. and for sulphur dioxide 47-107 
parts—about five times as much as usual, in fact. There 
are no measurements for carbon monoxide over the 
period, but wherever there was dense and slow-moving 
traffic it probably became high, anyhow at the level of 
car exhausts. 

There were fogs in other parts of the country—notably 
at Glasgow, Leeds, and Salford; but none of them 
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attained the level of air pollution of the London fog, 
or lasted so long. 

Dr. J. A. Scorr, medical officer of health for 
the County of London, recalled the results of a 
study, made earlier this year by Dr. W. P. D. 
Locan,' which showed that in the two weeks follow- 
ing the fog deaths from bronchitis were 10 times as 
many, from influenza 7 times, from pneumonia 5 
times, from pulmonary tuberculosis 4'/, times, and 
from other respiratory infections nearly 6 times as 
many, as the average for the three weeks preceding the 
fog. Other patients dying earlier than they would 
otherwise have done had disorders of the heart and 
circulation, or cancer of the lung; and an undue 
number of infants died from gastroenteritis, pre- 
sumably secondary to a respiratory infection. Recent 
research has shown, he said, that sulphur dioxide and 
trioxide in concentrations in the air which are 
ordinarily non-toxic, can, when they are carried to 
the lungs in an aerosol, become exceedingly toxic and 
kill an animal in 4 seconds. This information had 
reached him from Dr. Mary Ampvur, who, with Prof. 
Puitip DrinkeR and Mr. W. W. MELVIN, PH.D., 
reports in our present issue some other effects of 
inhalation of sulphur dioxide by man. While inhaling 
this gas, all their subjects breathed more rapidly and 
less deeply, and their pulse-rates rose ; and one of 
them was so seriously inconvenienced that the experi- 
ment had to be stopped. This study also shows that 
people who work constantly in atmospheres containing 
appreciable amounts of sulphur dioxide become more 
tolerant of it: but this immunity may be achieved 
at the cost of a chronic inflammation of the upper air- 
passages, and we have no idea what its long-term 
effects may be. 

The risks to which fogs expose us all can be avoided 
in only one way—by producing less smoke. Various 
measures directed to this end are now coming into 
action, and the society have had a considerable part 
in promoting them: ‘‘ smokeless zones,” for instance, 
were the inspiration of Mr. CHARLES GANby, a former 
chairman. Dr. T. Morrison CiLayron, medical 
officer of health for Coventry, told the conference that 
at least fifteen local authorities have already obtained 
the necessary powers in private Acts to establish their 


own smokeless zones, and others have the matter 
under consideration. The common council of the 
City of London have recently announced their 


intention of seeking statutory powers to establish a 
smokeless zone within the City.2. They intend to 
prohibit the installation of furnaces in buildings unless 
these are, as far as possible, capable of being operated 
continuously without emitting smoke. But any 
impressive reduction of pollution, Dr. CiLayTon 
pointed out, must depend on the extension of smoke- 
less zones to large areas, which must be enlarged still 
further over a period of years. Manchester has made a 
beginning, by proposing to extend its original smoke- 
less zone to twice its present size, and Coventry intends 
to do more than double its zone, which was first 
established in March, 1951. But many authorities, 
especially those not faced with excessive local smoke 
problems, are taking no action, regardless of the fact 
that smoke knows no boundaries, and that in these 
days of dispersal of industry, factories may hatch out 
at any moment in their midst. 





1. Laneet, 1953, i. 
2. Times, Sept. 25. 
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In any case industry is not the only, or even the 
worst, culprit. The domestic hearth, renowned though 
it may be for nourishing all the solid virtues, is itself 
no mean consumer of solid fuel : one may almost say 
there is no domestic fire without smoke. Indeed family 
hearths contribute some 900,000 tons—about half the 
total—of our annual smoke output. Those who think 
of smokeless zones as applying mainly to industry 
must accept the awkward truth that if we are to abolish 
dangerous fogs, domestic fires must also be taken into 
account. This clearly places a duty on the house- 
holder; but it is hard for him to discover exactly 
what that duty is. Speakers at the conference offered 
two suggestions: first that he should burn only 
smokeless fuel, and secondly that he should fit his 
home with modern improved grates which burn fuel 
more completely than the older types. In addition 
he is urged to use gas or electricity instead of coal 
fires whenever the weather permits. But at once he 
encounters difficulties. The new grates are relatively 
expensive—to buy, or to fit, or both—and so are gas 
and electric fires. True, smokeless fuel can be burnt in 
even an old-fashioned grate without adding appreci- 
ably to atmospheric pollution ; but then the supply 
of smokeless fuel is not adequate to supply every 
household ; and moreover it is somewhat more costly 
than raw coal. 

This is surely a very silly dilemma. We are in the 
plight of fish whose stream is poisoned by the effluent 
of a factory : our native element is being made noxious 
to us, and already some of us have lost our lives. 
Were we indeed fish, stringent regulations would at 
once come into force to prevent the nuisance. It is an 
odd reflection that air pollution (with which past 
lawgivers made ‘several tinkering attempts to deal) 
has probably grown steadily heavier through the 
centuries, so that in this respect we have sunk, 
generation by generation, into slum conditions. Our 
dirty cities would have shocked our forebears as much 
as their drains shock us. 

It is surely time to help the National Smoke Abate- 
ment Society to clean the place up. According to 
Commander C. Burst, Mr. J. O. Cookr, Mr. Eric J. 
Davip, and Mr. H. H. Prosser, in their joint paper 
on the availability and distribution of smokeless fuel, 
we should concentrate first on the areas of heaviest 
pollution—Greater London, the Black Country, south 
Lancashire, the West Riding, the Clyde, the Tyne, 
and the Tees. ‘To eliminate domestic smoke in these 
areas, they say, something less than an additional 10 
million tons of solid smokeless fuels would be neces- 
sary ; and it would be within the competence of the 
smokeless fuel industries to produce that, say, on a 
ten years’ plan. With support from the Government 
and local authorities, however, it would be possible to 
achieve this target in only four years, and to increase 
the tonnage to 15 million by 1962. Secondly, designs 
of appliances suitable for burning solid smokeless fuel 
should be available at reasonable prices; and the 
makers of such appliances and distributors of smokeless 
fuel should provide an efficient service to advise the 
householder on the correct installation and mainten- 
ance of his appliance, and the kind of smokeless fuel 
to use in it. 

Householders have taken kindly to many of the 
new types of stoves and grates suitable for burning 
smokeless fuel : some 2'/, million of them were bought 
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in 1952, so the task of persuading everybody to instal 
them is probably not as serious as some imagine. 
Local authorities, it was also suggested, might pay 
compensation (as Salford has undertaken to do, up 
to £2 per house) towards the cost of providing more 
modern equipment in houses included in a smokeless 
zone; they can see, moreover, that efficient grates 
are provided in their own new estates. Prof. F. E. 
TYLECOTE, in his presidential address, urged on local 
authorities their duty of propaganda—by instituting 
more regional committees, forming women’s associa- 
tions; enlarging smokeless zones and creating new 
ones, forming more “ stokers’ schools,” arranging 
exhibitions, meetings, and broadcasts, and urging their 
fellow authorities to join in smoke abatement schemes. 
Sir JoHN CHARLES, who delivered the fourth Des Voeux 
memorial lecture at the conference, emphasised the 
great need for research. He spoke of Professor 
DRINKER’s plan to reproduce smog in a disused 
railway tunnel, and to examine its effects on human 
volunteers. The deliberations of the committee which 
has just been appointed, under the chairmanship of 
Sir Hueu BEAVER, to examine the nature, causes, and 
effects of air pollution and to consider preventive 
measures, may strengthen public opinion, and so may 
the Ministry of Health’s medical inquiry; but the 
wholesome dread most Londoners have of a recurrence 
of last year’s episode may well be our most powerful 
friend. One way of hastening useful action would be 
for more of us to join the National Smoke Abatement 
Society. 


Doctors and Inquests 

WHEN his patient dies in circumstances which call 
for an inquest, what action should the doctor take ? 
His duty is none too clearly defined. In trying to 
meet two interests—that of the registrar of births 
and deaths on the one hand, and of the coroner on 
the other—he may satisfy neither. 

The doctor who has attended a patient in his last 
illness is obliged by statute to issue a medical certi- 
ficate of cause of death ‘‘ to the best of his knowledge 
and belief,” and to deliver it forthwith to the registrar 
of births and deaths. The phrasing of section 20 (2) 
of the Births and Deaths Registration Act, 1874, 
which has now been re-enacted in a consolidating 
Act, is mandatory and explicit: ‘ that practitioner 
shall sign . . . a certificate.” Again, under section 6 (2) 
of the Births and Deaths Registration Act, 1926, 

ivery certificate of cause of death required to be 
signed by that section fi.e., section 20 (2) of the 
earlier Act] shall be delivered forthwith by the 
registered medical practitioner by whom the certi- 
ficate is signed to the registrar...’ It is provided by 
this subsection of the 1926 Act that, if an inquest 
is going to be held, the notice to informant, which 
the doctor is also required to complete, need not be 
delivered to the registrar; but as the subsection 
does not mention the certificate of cause of death, 
the certificate presumably must still be delivered. 
This is a change from the terms of the 1874 Act 
(section 20 [3]) which declared: ‘‘ Where an inquest 
is held . . . a medical certificate of the cause of death 





need not be given to the registrar, but the certificate 
of the finding of the jury furnished by the coroner 
shall be sufficient.”’ (At that time there was no notice 
There seems little doubt, therefore, 


to informant.) 
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that the Registrar-General is entitled to the view ! 
that “as the law now stands, the duty placed upon 
a registered medical practitioner [i.e., to issue a medical 
certificate of cause of death] . . . appears to be unquali- 
fied, and unaffected by the fact that he or some other 
person has reported the cause to the coroner or that 
an inquest may take place.” 

Though certain persons have a statutory duty to 
inform the coroner of a death, the doctor is not one of 
these—unless the patient was certified as insane. The 
coroner’s claim on the doctor derives from common 
law, by which “ it is the duty of every person who is 
about the deceased [which includes the doctor] to 


give immediate notice to the coroner or to his officer , 


or to the appropriate officer of police,’ who then 
communicates with the coroner.2 This obligation, 
however, lacks legal force since there seem to be no 
means open to the coroner to compel obedience. 
He has powers to deal with those who obstruct him 
in the exercise of his duty ; but this duty, and its 
coincident powers, cannot very well arise until he has 
been informed of the death. The situation has been 
further complicated by the growth of a practice which, 
though without the sanction of law, has evident 
advantages : many doctors, when they cannot certify 
that the death was due to natural causes, forthwith 
inform the coroner and withhold the medical certi- 
ficate of cause of death. Obviously it is desirable that, 
when death is due to any unnatural cause, this fact 
should be brought to the notice of the authorities at 
the earliest moment, and it is clearly better to proceed 
in this way—illegal though it seems to be—rather 
than permit the relatives to experience the frustration 
and delay inevitable when the information reaches the 
coroner by the proper but devious route. In cases 
where death has been caused by a criminal act, 
procedural delay, even of only a few hours, can add 
appreciably to the task of the police. Delay must 
also be avoided where the circumstances call for a 
post-mortem examination : refrigerating-plant for the 
storage of bodies is scarce, and without it post- 
mortem changes may develop which impede discovery 
of the cause of death. 

In the existing circumstances, it seems that the 
doctor’s proper course is to inform the coroner of any 
death which he cannot certify as due to natural causes, 


and also to issue a medical certificate of cause of 


death, initialling statement ‘‘A’”’ to show that the 
coroner has been informed. When the doctor does not 
know the cause, the space reserved for this should 
be marked “ not known” or “ uncertain.” But the 
present situation is unsatisfactory. Whenever a 
doctor is uncertain of the cause of death, he should 
be specifically responsible for reporting the death to 
the coroner, after which any further action, so far 
as the doctor is concerned, should rest with the 
coroner. The coroner should be empowered to enforce 
immediate notification of circumstances which may 
necessitate the holding of an inquest. Furthermore, 
once the coroner has been informed of a death, the 
doctor should no longer be expected to issue a medical 
certificate of cause of death, unless so directed by 
the coroner. 





1. Introductory notes and suggestions, supplied with each book 
of forms of medical certificate of cause of death. 


2. Jervis, J. On the office and duties of coroners. Revised by 
W. B. Purchase. 8th ed., London, 1946. 
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CONDITIONED AND AUTONOMOUS NEOPLASMS 

WHEN a chemical carcinogen is applied to the skin, 
the resulting tumour has the character of an autonomous 
neoplasm ; in other words, it arises and persists after 
application of the chemical has been discontinued. Two 
phases of genesis have been recognised: a phase of 
initiation, in which a small proportion of the epidermal 
cells are permanently altered to latent tumour cells ; 
and a phase of development or promotion, during which 
the latent tumour cells multiply and induce visible and 
finally malignant tumours. The phase of initiation 
requires a specific carcinogenic substance ; the phase of 
development can be brought about by the action either 
of a specific carcinogen or of a non-specific irritant such 
as croton oil. This explains the long latent period between 
the application of a carcinogen and the appearance of a 
tumour. It also implies that the primary change takes 
place in the epidermal cell itself and not in the adjacent 
or underlying tissues, though not ‘everyone agrees on 
this. During the development of carcinogen-induced 
tumours there is a sequence of step-like changes, from 
normal epithelium to the subthreshold neoplastic state, 
thence to papilloma, and from papilloma to carcinoma. 
This has been called by Foulds! ‘‘ progression,’? which 
signifies not merely augmentation of size or of properties 
already present but the development of new and irrever- 
sible properties along the path of sequence of the step-like 
changes. Progression may halt spontaneously for a long 
time at any point, and it does not necessarily reach an 
end-point within the life-time of the host. 

In certain circumstances, tumours can be induced 
which owe their origin to alterations in the host outside 
the organ in which the tumour arises. Furth? has 
summarised much of the work in this field. Administra- 
tion of goitrogens interferes with the thyroid-pituitary 
hormonal relationship, and results in the thyroid tumours 
by the following mechanism. Thiouracil does not injure 
the thyroid cells, but it blocks their ability to synthesise 
thyroid hormone (T.u.), thereby stimulating tLe pituitary 
to discharge an increased quantity of thyroid-stimulating 
hormone (T.s.H.). This causes tremendous hyperplasia 
and adenomatosis of the thyroid gland. These adenomas 
can be grafted into animals whose thyroid glands are 
blocked with thiouracil, but not into normal animals. 
The grafts, though dependent on the 1T.s.H. liberated by 
the thiouracil, often metastasise to the lungs. Similar 
mechanisms underlie the induction of tumours-by inter- 
ference with the gonadal-pituitary relationship. When 
ovaries are grafted into the spleen of spayed animals, the 
follicular hormones are transported to the liver by the 
portal vein and are there destroyed, with a resulting 
increase in secretion of gonadotropic hormones by the 
pituitary. This induces granulosa-cell tumours and 
luteomas in the heterotropic ovary. Many of these 
tumours still depend for continued growth on the presence 
of excess of gonadotropic hormones, but others become 
autonomous within the lifetime of the host. 

Furth also draws attention to the fundamental part 
played by hormones in tumorigenesis. By analogy with 
the idea of the dual mechanism of initiation and promo- 
tion of tumours it might be supposed that these hormones 
act as promoting agents. By this interpretation, however, 
there must also be an initiating agent in the many types 
of cancer induced by hormonal changes. With mammary 
caneer in mice, such an agent can certainly be found in 
the Bittner milk factor ; but there is no evidence, clinical 
or experimental, for a similar initiating agent in the case 
of the gonadal, thyroid, or pituitary tumours described, 
It would thus seem that the malignant change in these 
cases takes place through disturbance of the physiological 





1. Foulds, L. Ann. R. Coll. Surg. Engl. 1951, 9, 93. 
2. Furth, J. Cancer Res. 1953, 13, 477. 
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mechanisms by which the hormones produce their effects 
within the cell; but unfortunately practically nothing 
is known of the nature of these normal processes. 

Such observations as these have led to the concept of 
dependent or conditioned neoplasms, dependency being 
a phase in the progression to autonomous malignancy. 
Huggins and his colleagues* have used this as the 
theoretical basis for advocating orchidectomy or treat- 
ment with stilboestrol for retarding prostatic cancer, and 
adrenalectomy (with suitable cortisone maintenance) for 
mammary cancer. In some cases the primary tumour 
has regressed while the metastases have progressed ; 
in other both primary and metastases have 
regressed. These observations indicate that control of 
the hormonal environment can prevent progression of 
dependent tumours to ever-increasing autonomy—per- 
haps a more rational means of saving life than either the 
surgical removal of established tumours or even the (still 
distant) prevention of tumours. Once more the clinician 
is being helped by researches which might at one time 
have seemed academic and unrelated to the problems of 
any one patient. 


Cases 


FOOD IN BED 

AMONG the useful activities of King Edward’s Hospital 
Fund for London is the promotion of better hospital 
catering. At an exhibition on Sept. 30, at the Fund’s 
School of Hospital Catering (established at St. Pancras 
Hospital, London, two years ago), visitors had the oppor- 
tunity of seeing hospital meals which had been cooked 
by the students, under the direction of the chef instructor, 
and of admiring the care with which they were served. 
The idea that food must look attractive is fast gaining 
ground in this country, and the idea that it should also 
taste delicious must surely follow. It was the confident 
belief of the chef of this school that his students’ dishes 
not only looked good but had the right taste. 

In the instructional kitchen every student has her own 
table and tools, and four double gas-cookers occupy the 
middle of the room. Upstairs are common-rooms, a 
lecture-room and a study; the students live out in 
lodgings arranged for them by the Fund. Courses are 
planned for various groups—catering officers and those 
about to become catering officers, head chefs and super- 
intendents, and cooks and assistant cooks. The school 
also provides refresher courses for all grades of catering 
staff, arranges catering courses for hospital administrative 
and nursing staff, and provides a centre for lectures, 
demonstrations, discussions, and conferences relating to 
all aspects of hospital catering. 

Linked with the school is the Fund’s catering advisory 
service, which serves hospitals in all the four Metro- 
politan regions, sending to them on request a catering 
adviser, an equipment specialist, specialists in buying 
and costing, a designer draughtsman, and an adviser on 
kitchen management. All these had taken their part in 
the exhibition. Plans by the designer draughtsmen 
showed kitchens of many hospitals as the Fund’s team 
had found them, and the same kitchens redesigned. A 
large model of one of these kitchens made it easy to see 
how the movement of a few pieces of equipment or 
machinery, a@ partition, a new route for trolleys, and 
similar simple alterations had reduced pandemonium to 
order and lightened the load on feet and tempers. A 
display of materials used in the structure and equipping 
of kitchens—modern types of flooring, new types of 
laminated plastic trays, aluminium alloys for pans, lift 
cords, bowls, hand tools, and many other things— 
showed how rapidly design is advancing in this field. 
All these things were explained to visitors by able and 
friendly members of the staff. 

Dr. Charles Hill, parliamentary secretary to the 
Ministry of Food, whose short address, tossed together 
with a light hand, agreeably served, and sauced with a 





3. Huggins, C., Bergenstal, D. M. Jbid, 1952, 12, 134. 
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dash of tart humour, would have done credit to any cook, 
reminded members of hospital management committees 
(who seemed to be there in foree) that they must not 
think the lunch they were given daily in the board-room 
was the same as the one being served in the wards ; and 
urged them to send their cooks and caterers to the 
school to learn from the instructors and from each other. 
The school is a venture, he said, which deserves all the 
good will and publicity anyone can give it; and we 
warmly endorse that view. 


SUBDURAL EFFUSION WITH MENINGITIS 


Errusion of fluid into the subdural space is now 
a recognised complication of bacterial meningitis in 
young children ; and Ingraham and his associates ! have 
lately described 50 such cases. In their series they 
adopted the following indications for diagnostic subdural 
‘“* taps ’’: 

‘*“(1) Failure of the temperature curve to show a progressive 
decline, particularly after 72 hours of adequate treatment ; 
(2) positive C.s.F. culture after 48 hours of adequate treatment ; 
(3) convulsions during the convalescent period; (4) focal 
convulsions at any time ; (5) vomiting during the convalescent 
period ; (6) gross neurological abnormality; (7) clinical 
impression that the course was unsatisfactory.” 


When fluid was found, subdural taps were repeated daily 


for 7 to 10 days; no more than 20 ml. of fluid was 
removed at any one session. Removal of the fluid 


‘ ’ 


relieved undesirable symptoms ‘‘ almost immediately ”’ ; 
but despite this relief surgical exploraticn, with the aim 
of removing encapsulating membrane, proved necessary 
in no fewer than 42 of the 50 patients; and in 34 
membrane was found. 

Analysis showed that in patients over the age of 2 
years effusions were hardly ever found ; but in the first 
year of life 60°, of all patients with influenzal, meningo- 
coceal, or pneumococcal meningitis developed significant 
subdural effusions. Ingraham and his colleagues believe 
that permanent neurological damage may result from 
these effusions, and they therefore advocate: (a) diag- 
nostic tap for any of the indications in their comprehen- 
sive list of signs; (b) repeated daily drainage of the 
fluid, and (ce) planned craniotomy, with wide excision of 
the subdural membrane. 

This is a vigorous programme, and there is not yet 
enough evidence to justify its general application. Of 
Ingraham’s 50 patients, 13 were treated before subdural 
effusion was systematically sought in all patients ; and 
only 1 of these 13 children survived with intact mentality. 
Of the 37 cases diagnosed during the systematic survey, 
22 have so far been followed for a year or more, and only 
16 of these 22 are rated as normal. Ingraham contrasts 
the results in the two groups and concludes that the 
difference in results points to the value of his method of 
treatment. There are grave objections to comparisons of 
this kind. Moreover, if untreated subdural effusion 
commonly gave rise to cerebral damage, one would 
expect poor results in centres where subdural tap is 
rarely practised. Yet there are many series on record ? 
in which lasting cure of purulent meningitis has been 
achieved in over 95% of cases, without common recourse 
to subdural taps. It seems that if effusions occurred in 
these cases, then they regressed spontaneously. Ingra- 
ham’s figures show that in more than two-thirds of his 
patients whose effusions were tapped an encapsulating 
membrane developed later; and it seems possible that 
the taps themselves provoked this undesirable reaction in 
the meninges. 

There is no doubt that subdural effusions do arise in 
purulent meningitis, nor that some effusions require 
neurosurgical intervention. Ingraham’s routine requires 








1. McKay, R. J., Ingraham, F. D., Matson, D. D. J. Amer. med. 
Ass. 1953, 152, 387. 

2. Levine, S. Z. Advances in Pediatrics. Chicago and London, 1952; 
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surgical aid in the treatment of at least 60% of small 
children with purulent meningitis. There is no place for 
the tyro between the dura and the cortex; a highly 
skilled neurosurgical team will be needed to apply this 
technique. But first a number of questions should be 
investigated. Does the incidence of effusion vary with 
the antibiotics employed, with the route by which they 
are given, and with the dosage? Do all unaspirated 
effusions persist as encapsulated foreign bodies com- 
pressing and damaging the brain beneath ; or do many 
effusions regress, leaving behind them merely some 
adhesions as harmless ichnolites ? Only careful follow-up 
studies can answer these questions. The follow-up must 
be measured in years or decades, rather than months, 
for ‘‘ mental defect is notoriously elusive in early child- 
hood, while epilepsy commonly matures silently between 
the primary insult and the onset of seizures.’’ ? 

The long-continued study of series of cured cases is a 
burden that cannot reasonably be laid on the shoulders 
of the overworked pediatricians of this country ; and 
studies by a sequence of registrars or assistants are 
unreliable. Perhaps the responsibility may be brought to 
rest with the new Clinical Research Board. 

RESETTLEMENT OF DISABLED PERSONS 

EARLIER this year the three Ministers chiefly concerned 
set up a Committee of Inquiry on the Rehabilitation, 
Training, and Resettlement of the Disabled * in this 
country, and its findings will be awaited with interest. 
Meanwhile we cannot help thinking that the Ministry of 
Labour and National Service is presenting some of the 
facts in less than due proportion. Its Gazette,® in speaking 
of the work of industrial rehabilitation units, has remarked 
that ‘‘ the modest experiment which started at Egham 
in December, 1943, can be said to have marked the 
beginning of the discovery and use in this country of a 
new set of sociological techniques ...’’ More recently, 
Mr. P. H. St. John Wilson, under-secretary in charge of 
work with disabled persons, is reported to have told the 
International Congress of the World Confederation for 
Physical Therapy * that Britain’s system of industrial 
rehabilitation and resettlement of the disabled is in 
advance of any nation’s in the world—a statement which 
scarcely does justice to the pioneer work on resettlement 
done in Denmark and certain other countries years 
before there was any Official machinery of the sort in 
Britain, or to the current work of the Danish Invalidity 
Court which, particularly in the case of young disabled 
people,? has much to teach our Ministry. Mr. Wilson 
regretted that very few people realise that in this field 
of endeavour, “ we are right out in front.’’ This lack of 
awareness of our achievements, he went on, extends 
unfortunately to doctors almost as much as to any section 
of the lay community. ‘‘ If the medical profession could 
give only one per eent. of their attention to this sphere, 
most of our resettlement problems would be solved.”’ 
But if Mr. Wilson cares to read the history of work on 
the resettlement of the disabled in this country he will 
find that the medical profession was working on resettle- 
ment before his Ministry began to think about it. It 
was the report of the British Medical Association Com- 
mittee on fractures ® that stimulated the modern interest 
in the subject—an interest which led, in time, to the 
setting up of the interdepartmental committee which, in 
turn, prepared the way ® for subsequent administrative 
action. Nor must it be forgotten that long before the 
inception of the centre at Egham, Mr. E. A. Nicoll was 
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using with conspicuous success at Berry Hill Hall, in the 
reablement of injured miners, the techniques subsequently 
adopted at Egham ; or that the L.M.S. centre at Crewe, 
the Seamen’s Hospital at Greenwich, and a number of 
other centres up and down the country, particularly 
in the coalfields, were doing similar work. 

Today 78% of all recruits to industrial rehabilitation 
units come from ‘“medical sources’’® which does not 
suggest that doctors are unaware of the Ministry’s work. 
If they appear to be lukewarm in their enthusiasm for 
its activities in the resettlement of the disabled, the reason 
may sometimes be that they have been discouraged by its 
failure to give effective help to those patients whom they 
have referred to it. Of the hundreds of thousands of 
persons on the official Register of Disabled, even allowing 
for those whose disability scarcely interferes with working 
capacity; there are many who need help which they cannot 
in fact obtain. Ina large series of disabled persons studied 
by Ferguson and MacPhail,!® few had received training in 
new work suited to their disability : yet of 728 who were 
out of employment when the study was made, over 70% 
had worked less than half of the time since they registered 
as disabled persons from one to four years previously, 
and 40% had never worked since registration. Those 
who registered on the advice of doctors fared no better 
than the others. The lack of suitable vocational training, 
geared to a prospect of employment in suitable work at 
the end of training, is particularly serious in the case of 
disabled young people. 

One gap in our care for the disabled has lately been 
filled by the Ministry’s offer to help local authorities to 
set up and maintain workshops for severely disabled 
people. Subsidies of this kind are already given for 
workshops for the blind and this provision is now being 
extended to sighted people who are severely handicapped. 
But there is still a long way to go before the official 
machinery for the settlement of disabled persons in 
suitable work is as good as it ought to be in this country. 
This is a matter in which there must always be a large 
medical element and to which medicine has undoubtedly 
a major contribution to make: perhaps the findings of 
the present committee of inquiry may point the need for 
fuller recognition of the medical implications of disability 
and the employment of disabled persons than has some- 
times marked the administrative approach, even over a 
decade of ‘ full employment.”’ 


MICROANGIOGRAPHY 

THE term microarteriography 1 or microangiography 
refers to the technique of radiographing the contrast- 
filled blood-vessels of an organ in such a way that the 
finer vessels are seen when the radiograph is enlarged. 
Microradiography, a somewhat ambiguous term, is the 
technique of producing radiographs that can be enlarged ; 
and the information obtainable from microradiographs 
of biological material has been well reviewed by 
Engstrém.}4 

The difficulties of producing microangiograms limit 
their usefulness to thin organs or sections of organs; 
and, since relatively long X-ray exposure times are 
needed, the method is at present virtually useless in the 
living subject unless the organ is very small and accessible. 
The technique is useful because it may reveal the vascular 
anatomy of tissue a little thicker than that which can 
be conveniently studied by ordinary histological methods. 
The tissue must not, on the other hand, be too thick ; 
for then the wealth of detail may be self-obscuring, and 
it may be impossible to see the trees for the wood. 
Microangiography depends on radio-opaque contrast 
media and X rays, whereas more standard methods 
depend on coloured injection masses and light. The 


10. Ferguson, T., MacPhail, A. N. 
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4. Engstrém, A. Physiol. Rev. 1953, 33, 190. 





Glasg. med. J. August, 1953, 


1 
1 
1 
1 





770 


THE LANCET | 


injection of any contrast substance into the vascular 
system during life may fail to show individual vascular 
channels if, at the moment of observation, the contrast 
medium is not flowing through them in sufficient con- 
centration, or if with the method of display the definition 
is inadequate. Similarly, injection masses in necropsy 
material may for various reasons not demonstrate a 
given vascular channel, even though this is patent. 

Microangiography may often be a useful ancillary 
method,!® 1® but equivalent results are usually obtainable 
by other techniques. Should it prove possible in the 
future to take rapid serial angiograms of organs in life 
which can then be enlarged, then this technique may 
sometimes yield information that is otherwise unob- 
tainable. 


ASSESSING A COUGH SUPRESSANT 


THE obvious way to test the value of a cough- 
suppressant drug is to give it to patients with coughs 
and observe the result. This is the method that Cass 
and Frederik?’ have adopted in a trial of the new 


antitussive agent, dextromethorphan. But their 
study shows that even such a simple experiment 
must be conducted with extraordinary care. Their 


plan was to have the patients themselves, their nurses, 
and their own ward doctors record the severity of the 
cough four times daily, on an arbitrary numerical scale 
from 0 to 4. During a 45-day period the patients received 
medication four times daily with various substances, 
the nature of which was unknown to themselves and 
to the other observers. These- substances were dextro- 
methorphan hydrobromide, codeine, and an inert tablet 
“the last two representing positive and negative con- 
trols. Three batches of each substance were prepared, 
and each of these nine batches was identified solely by 
a code number. Every patient received successive 
5-day courses of each of the nine batches, the order in 
which they were given being decided at random and 
differing for each patient. For a study on this plan to 
be statistically irreproachable, the nine batches should 
be given in every possible sequence ; but this requires 
the participation of 362,880 patients. Cass and Frederik 
were content to screen 1400 patients, from whom they 
selected 160 as having a cough of suitable degree and 
duration. For one reason and another in only 65 of 
these patients were records completed. The observations 
made by the patients and nurses had to be rejected 
because of gaps. This left only the records made by 
the ward doctors, and even these were not above 
suspicion. » One such observer is reprimanded by the 
authors for cheating—he apparently kept a box score 
of his observations in an attempt to decode the drugs 
prematurely—but, once this was dealt with, ‘‘ no personal 
feelings were allowed to colour any of the observations.” 
Eventually a series of over 11,000 numbers was obtained, 
representing the cough severity in 65 patients for four 
periods a day during 45 days. It might seem that the 
effectiveness of the three substances could then have 
been compared by adding all the numbers obtained for 
cough severity for each substance in turn. But the 
statistical analysis showed that such a course would 
yield a fallacious result, because the differences in cough- 
behaviour between individual patients receiving the 
same medication were greater than the differences in 
the same patients receiving different drugs. When allow- 
ance was made for this variation by an appropriate 
mathematical manipulation a further difficulty arose. 
One of the three batches of dextromethorphan was 
found to be apparently less beneficial than the placebo. 
This evidently was the price Cass and Frederik had to 
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pay for reducing the number of patients below the 
statistical ideal: random selection had resulted in this 
particular batch of drug having followed codeine more 
frequently in the sequence of administration than had 
the other two batches. But the conclusion finally derived 
from this study cannot be seriously questioned : it is that 
dextromethorphan hydrobromide in a dose of 4 mg. is 
an effective cough suppressant, with about half the 
effectiveness of 17 mg. of codeine. Cass and Frederik 
think that 10 mg. of the new drug may have about the 
same effect as 17 mg. of codeine. 

The pharmacological interest of this work is that dex- 
tromethorphan belongs to the new series of morphinan 
substances the members of which exert some or all of 
the actions of analgesia, central depression, addiction 
liability, and cough suppression. The synthetic analgesic 
racemorphan (‘ Dromoran ’), the best-known member of 
this group, is related to dextromethorphan chemically 
much as morphine is related to codeine. Dextromethor- 
phan has been shown to be devoid of addiction liability,}® 
and to cause no central depression ?®; and this latest 
study confirms that the definite antitussive action of a 
4 mg. dose of the hydrobromide is unaccompanied by 
side-effects. 


THE SHORT BIRTH CERTIFICATE 

Tue fear that short birth certificates would be sought 
only by those whose parents were not married, and hence 
would become tantamount to certificates of illegitimacy, 
has proved to be quite unfounded. A subcommittee 
appointed by the Magistrates’ Association,?® to inquire 
into their use, draw attention to the study made by the 
Registrar-General between the end of 1947, when the 
certificates were first issued, and 1951. This showed that, 
for local offices, the proportion of short certificates rose 
from 40-5% of the total issued in 1948 to 62-5°% in 1951. 
At Somerset House the rise was less striking over the 
same period: from 26-2 to 30-4%; but even this is 
sufficient to ensure that the certificates are not being 
sought by the illegitimate alone. From the end of 1947 
until the end of 1952, about 4 million short certificates 
were issued ; and there were only 2 million illegitimate 
people in England and Wales at the time, not all of whom 
had had occasion to get birth certificates. Thus it is 
evident that legitimately born people had felt no disquiet 
about taking the shorter form. 

The subcommittee are still concerned, however, about 
the position of foundlings, whose certificates carry a 
statement that they were born ‘ on or about ’’ such-and- 
such a date; and this might reveal them as foundlings 
to the informed or the curious. Similarly, short certifi- 
cates issued to children who have been adopted give only 
the country of birth and not the district, which could 
betray them as being adopted children. The committee 
is considering ways in which these aberrant types of 
certificate may be brought into line, thus supporting the 
principle of a fair start and no favour. 


se 


Sir EpmMuNpD BrITTrEN-JONES, F.R.C.P., consulting 
physician to the Adelaide Children’s Hospital and a 
former vice-president of the Royal Australasian College 
of Physicians, died on Sept. 30 at the age of 64. 


Prof. Epwirn Conn, of Harvard, whose work on the 
fractionation of blood-plasma has found many valuable 
applications in clinical medicine, died on Oct. 1 at the 
age of 60. 


WE also regret to announce the death of Dr. FLORENCE 
SABIN, of the‘ Rockefeller Institute, long distinguished 
for her work in hematology. 


18. Isbell, H., Fraser, H. F. J. Pharmacol. 1953, 107, 524. 
19. Benson, W. M., Stefko, P. L., Randall, L.O. Fed. Proc. 1952, 
11, 322 


20. 





Thirty-third Annual Report, 1952-53, Pp. 39. Obtainable from 
the secretary of the Magistrates’ Association, Tavistock House 
South, Tavistock Square, W.C.1. 
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Special Articles 





FURTHER ADVANCES IN PATHOLOGY * 


Dorotuy 8S. RussELL 
M.A. Oxfd, M.D. Lond., Se.D. Camb., LL.D. Glasg., F.R.C.P. 
DIRECTOR OF THE BERNHARD BARON INSTITUTE OF PATHOLOGY, 
LONDON HOSPITAL; PROFESSOR OF PATHOLOGY IN THE 
UNIVERSITY OF LONDON 


THE hope with which we peer into the future at any 
time is apt to be tinged with a certain amount of anxiety, 
and both emotions are heightened when evolution is 
rapid. At such periods it is useful to examine the main 
lines of evolution, and to discuss them as frankly as 
possible. By so doing we may, in some fashion, shape 
our course and avoid certain pitfalls. 

No-one is likely to challenge the assumption that 
pathology will continue to make important advances 
in the near future in respect of acquired knowledge. 
I am, however, less concerned with this aspect of progress 
at the present moment than with the practical problems 
created by the growth of knowledge, and consequent 
specialisation. I propose to discuss some of these 
problems, and to suggest a few possible ways of mitigating 
the difficulties that already threaten the organisation 
of our various branches of study. 


HISTORICAL BACKGROUND 


The development of pathology up to the present 
century, and its subdivision into different branches, is a 
familiar story, and therefore one upon which I do not 
propose to dwell at length. It will suffice to remind 
you of a few facts. 

Morbid anatomy is as old as medicine itself and, until 
the middle of last century, was practised by the clinician, 
who was thereby enabled to correlate his observations 
at the bedside with the naked-eye appearances of dis- 
eased organs. Keen observation backed by intelligence 
yielded a rich harvest at the hands of such as Richard 
Bright, Addison, and Hodgkin—to mention a few. The 
subjection of morbid anatomy to the subtler processes of 
histopathology, and the microscopic analysis of changes 
seen with the naked eye, led to the establishment of 
laboratories with all their paraphernalia, including the 
hierarchies of academic and technical staffs. This 
paved the way to the transference of post-mortem dis- 
sections from the hands of the clinician to those of the 
pathologist. Not without local struggles, however, 
because many clinicians set great store by this first- 
hand experience. In the early part of the present 
century the physicians at the London Hospital habitually 
performed post-mortem examinations and, in that 
sapacity, were dubbed ‘visiting pathologists.’ Their 
visits lacked punctuality, and their dissections were not 
always edifying either to the medical students or to the 
pathologists who had to report upon the results! My 
predecessor, Prof. H. M. Turnbull, insisted upon 
punctuality ; and whether it was due to this ruling 
(which I am sure he enforced), or to the meticulous 
technique which he imparted from his previous studies 
in Dresden, or perhaps to an access of wisdom, it 
is hard to say, but the attendance of the * visiting 
pathologists ’’ gradually tailed off. After the first 
world war there was only one, to my recollection, who 
put in a regular appearance for this purpose. But his 
punctuality and standard of performance were both high ; 
he was a welcomed “ visitor.”’ 

At this time it was rather fashionable to write off 
histopathology as effete. The objects of our study 
beneath the microscope were held to be conglomerations 
of artefacts; moreover the Germans had mapped out 





* Presidential address delivered before the Association of 
Clinical Pathologists on Oct. 2. 
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everything of importance, and little remained for dis- 
covery. Never was a judgment more erroneous! At 
the present time new fields are opening out in histo- 
chemistry and cytochemistry, and new kinds of micro- 
scope reveal structural details that were hitherto 
unknown. Fresh aspects of disease are constantly 
appearing for various reasons; they demand vigilance 
and adequate investigation. 

The rudiments of what we call clinical pathology are 
of equal antiquity, if we include the gross examination 
of various secretions and excretions. But clinical patho- 
logists, and the laboratories sacred to them, are of recent 
date. They often started their existence in a hole-and- 
corner fashion within the larger hospitals at the instiga- 
tion of honorary consultants who realised that such 
laboratory services could be of value to them. Such, 
at any rate, was the mode of origin at the London Hos- 
pital. The amenities provided there have been described 
by the late Sir Philip Panton, in his Leaves from a 
Doctor's Life,’ as ‘‘ a single room together with a staff of 
one extremely ignorant technician.’’? When it is recalled 
that this was the meagre beginning some fifty years 
ago, the rate of subsequent development has been 
startling. In particular we may note the extraordinary 
importance of hematology, which bids fair not only to 
establish itself as a separate discipline, but even to 
indulge in subdivisions of its own. 

In bacteriology we have witnessed a similar kind of 
growth and specialisation. The late Professor Bulloch, 
who occupied the chair of bacteriology at the London 
Hospital Medical College from 1919 to 1984, used to give 
lectures in general pathology. As well as being an 
eminent bacteriologist he was in fact a sound patho- 
logist, with a wide knowledge of the various branches 
as they then existed. In his early days he was a student 
of neuropathology, and he retained his interest in the 
silver impregnations for neurofibrils and axis-cylinders. 
I possess an elegant preparation of Auerbach’s plexus 
made by him as a by-product when he was working on 
the sterilisation ‘of catgut a few years before his retire- 
ment. But today the academic bacteriologist may 
devote himself to the study of viruses, or immunology, 
or to some other aspect of microbiology. His termino- 
logy is so specialised that it is often difficult for others 
to take an intelligent interest in his scientific com- 
munications. His opening gambit is often a complicated 
table, thrown upon the screen with the minimum of 
preamble, which (to quote the late Prof. E. H. Kettle) 
provokes an antibody reaction in the unversed beholder ! 
I shall revert to this matter later. 

Chemical pathology came relatively late upon the scene. 
Founded upon organic chemistry, which itself under- 
went systematic development in the 19th century, the 
subject was still in embryo until after the first world 
war, when colorimetry came into its own and greatly 
extended the scope of chemical analysis of the body- 
fluids. A number of other refined methods of analysis 
have recently come into use. Chemical pathology 
is still engaged in the struggles bound up with its 
expansion, and emancipation from a position subordinate 
to clinical pathology. 


THE TENDENCY TO SUBDIVISION 

At the present time, therefore, we are all fully aware 
of this steady and rapid growth of the various branches 
of pathology, and the tendency of those branches to 
subdivide into further subgroups or specialties. We 
recognise also that this tendency is not peculiar to patho- 
logy, but is a general feature of medicine and, indeed, of 
other sciences. The situation in medicine as a whole has 
been examined by Sir Russell Brain in his annual oration 
to the Medical Society of London.? He traces the ways 





1. Panton, P. N. Leaves from a Doctor’s Life. 


p. 134. 
2. Brain, W. R. Lancet, 1953, i, 959. 
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in which the various clinical specialties have become 
separated—a process of disintegration and differentiation. 
Side by side with this there are certain points at which 
reintegration takes place, owing to the necessity for 
mutual aid in diagnosis and treatment amongst the 
specialists. 

We have heard much, in recent years, of the necessity 
for integration and synopsis in relation to medical educa- 
tion. But, although we may have subscribed in theory 
to the proposals made by the learned authors of sundry 
reports and memoranda, I submit that so far little attempt 
has been made to put the advice into practice. This is 
explicable because a reasonably integrated presentation 
of medicine, including of course pathology, is not 
feasible unless those responsible for the growing points 
of knowledge—namely, the active researchers—will 
undertake the responsibility for integration amongst 
themselves. This point needs further elaboration. 


THE SPECIAL PATHOLOGIST 


Since the practice of pathology necessarily goes hand 
in hand with clinical medicine, it follows that special 
lines, for example, neuropathology and ophthalmic 
pathology, have tended to be segregated in hospitals 
devoted to these specialties. In past decades the 
pathology at such hospitals was often unsatisfactory 
because the office of pathologist was occupied by the 
aspirant to a clinical appointment. He therefore used 
the laboratory appointment, which was generally part- 
time, merely as a stepping-stone. The main brunt of the 
laboratory work was borne by a senior technician who 
often acquired authority to a formidable and unhealthy 
degree! This arrangement has properly given place to 
a system of full-time and permanent special patho- 
logists. Their segregation, however, carries with it 
certain dangers to the interests of pathology as a whole ; 
and this, | think, applies particularly to histopathology. 
In the first place they may fail to appreciate the import- 
ance of correlating their observations with the patho- 
logy of the body as a whole. They sometimes in fact 
become curiously detached in this respect. I once 
overheard, in a neuropathological laboratory, a some- 
what contemptuous reference to the extraneural tissues 
as “the trunk tissues.’”’ Another menace lies in the 
elaboration of special nomenclatures which tend to 
alienate their users from pathologists in general. 
Ophthalmology is a conspicuous example of this habit. 
Amongst neuropathologists there is an affection for 
German terms, or for literal renderings of German 
expressions, in their special nomenclature. This is 
confusing for others and appears to me absolutely 
unnecessary. There can for example be no excuse for 
the use of the term Gitterzell when the perfectly good 
equivalent of ‘ foam-cell”’ is ready to hand, or for the 
description of a loss of neurones from some part of the 
nervous system as ‘an outfall.’ I would plead there- 
fore for the simplification of nomenclature, and the 
application of terms in general use to special instances 
whenever possible. And this recommendation applies 
not merely to histopathology, whence my examples are 
taken, but to all branches of pathology. The alternative 
development will simply lead to a confounding of 
language—in other words Babel—in which none will 
understand what the others are saying. 

Were it possible to wipe the slate and start afresh, 
there would be a strong argument in favour of the develop- 
ment of such special lines as pediatrics, neurology, 
ophthalmology, and so forth in intimate association with 
institutions concerned with general medicine. In modern 
hospital-planning this kind of centralisation is in fact 
favoured. The arrangement would permit of a cen- 
tralised department of pathology in which special 
pathologists could pursue their separate lines to the 
mutual advantage of all. From personal experience 
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I can testify to the advantage of this, since I have 
practised neuropathology as a special line both in a 
general pathological department and, later, in an 
independant laboratory segregated in a neurosurgical 
unit. The latter arrangement carries certain undeniable 
benefits both to the pathologist and to the clinician. 
But on balance, since there must necessarily be a choice 
between these alternatives, I think the greater advantage 
lies in having the neuropathologist (or any other special 
pathologist) incorporated as a unit of a larger depart- 
ment of pathology, with whose personnel a mutual 
exchange of views and criticisms is possible. It will 
be recalled that this was also the recommendation of 
the Goodenough Committee in 1944.3 

This recommendation needs further emphasis on 
account of the growing tendency towards specialisa- 
tion on the part of hospital clinicians, and the fact that 
these clinicians are turning with increasing eagerness 
towards the laboratory for help. They recognise now 
that histopathology, far from being effete, has still 
great potentialities in illuminating the obscurer corners 
of clinical study. The close codperation of clinician and 
pathologist has indeed become more than ever impera- 
tive. Unfortunately, however, the routine hospital 
pathologist has neither the time nor, in many respects, 
the necessary background of knowledge to satisfy all 
these requirements. He may, and often does, devote 
such time as he can spare to research in one particular 
specialty. Thus the only satisfactory solution would 
be the employment of as many pathologists as the 
importunity of clinical specialists may demand for the 
solution of their problems. But neither space nor 
money are available to implement this either now or 
in the immediate future. 


SCIENTIFIC COMMUNICATIONS 


I must turn now to other questions arising more 
directly from research and, in particular, the com- 
munication of the results of research to others. We are 
faced with difficulties arising both from the rapid increase 
in the membership of our societies, and from the intrinsic 
character of the communications read at meetings. 
The Pathological Society of Great Britain and Ireland 
is now so bulky that it is usually necessary to split the 
programme in two concurrent parts, thus divorcing 
the bacteriologists from the rest. Both are thus deprived 
to the detriment of both. But this arrangement, 
loudly regretted by so many members of this society, 
is a kind of segregation that is sometimes actively 
sought by other groups in pathology. Thus a few years 
ago there was a bid to set up a separate section of 
hematology in the Royal Society of Medicine. Many 
of us felt this to be undesirable since it would have 
weakened the section of pathology. Again, within 
recent months, an Association of Ciinical Biochemists 
has been created. While the council of the Association 
of Clinical Pathologists has formally welcomed this new 
step, it is ardently hoped that it will in no way impair 
the participation of the biochemists in our more general 
meetings. 

There is of course nothing to prevent any group of 
specialised workers from forming a society for the 
purpose of discussing their own particular problems and 
much profit may be derived from such discussions, 
But 1 hold that no specialised society of this kind should 
detract from the membership of, and active participation 
in, more general societies. We may indeed visualise 
a possible evolution of our societies whereby those of a 
more general character and membership may come to 
exercise their most important function as a medium for 
the interpretation and correlation of the growing points 
of knowledge. I look forward, in short, to a phase of 














3. Report of the Interdepartmental Committee on Medical Schools. 
H.M. Stationery Office, 1944; p. 141 
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development in which experts will probably herd together 
in numerous small but highly specialised societies. They 
will doubtless air their views in terms incomprehensible 
to others. But the more clear-headed and thoughtful 
of these experts should be able to present the results 
to a general gathering of pathologists, using terms that 
the majority at least can understand, and relating any 
advances made both to basic principles and to cognate 
disciplines. In the meantime we may flatter ourselves 
that the Association of Clinical Pathologists, incorpora- 
ting as it does all the main branches of pathology that 
are applied to clinical medicine, is of the greatest value 
in holding together our various interests, and in main- 
taining a nice balance between academic .and non- 
academic practice. 


ROUTINE AND RESEARCH 


At this point I should like to say a few words to patho- 
logists of the non-academic category. Perhaps they 
sometimes feel that they are overburdened with routine 
work and that research is outside their orbit. There 
are, however, notable exceptions, as we well know. 
The combination of routine work and research is in 
itself admirable, and all routine workers should command 
sufficient technical and other support if they are inspired 
to carry out original investigations. In many instances 
this support is wholly inadequate. I gather, however, 
from the columns of the Manchester Guardian, that the 
Minister of Health recognises the prime importance of 
developing laboratory facilities in order that this country 
may not fall behind in the field of investigation. We 
may hope therefore for further expansion when restric- 
tions on capital expenditure are relaxed. 

It is perhaps insufficiently appreciated that academic 
pathologists, on the other hand, are often too over- 
burdened with routine duties to give such attention to 
original work as is demanded by the universities. But 
it is common knowledge that advancement is only 
gained by means of substantial publications. Hence 
the bloated condition of our journals and the congestion 
of editorial desks. In fact Alan Gregg® states: “I 
know of one department in an American University 
where the value of a man was estimated by the number 
of pages he had published divided by the number of 
years he had possessed the PH.D. degree. It was a 
department of psychology.’’ Research is surely a 
laboured conception at the present time, and an umbrella 
for much that is inept. On the other hand, there exists 
the inspired researcher who would worthily fill a chair, 
but who rejects this proposition from the knowledge 
that acceptance of professorial status, with its inevitable 
burden of administrative work, would prove crippling 
to his main interests. Sacrifice of position and financial 
reward is the penalty for his decision. 


THE WHITE-PAPER AND ITS CONSEQUENCES 


Such a situation calls for remedy, and we may hope, 
from the recent white-paper on clinical research,® that 
a solution is within sight. In the first place, it recom- 
mends arrangements for ‘‘ decentralisation,’ enabling 
hospitals to promote research with the greatest possible 
freedoin and without detailed supervision. Secondly, 
it rejects the principle that the research-worker should 
be paid less than the clinician ;| thus the man who has 
a genuine flair for research could look forward to the 
prospect of a research career without the sacrifices 
previously entailed. 

The various branches of pathology must surely be 
affected by these proposals. There are few forms of 


4. Manchester Guardian, Sept. 23, 1953, p. 3. 

5. Gregg, A. Furtherance of Medical Research. New Haven, 1941; 
p. 108. 

6. Clinical Research in Relation to the National Health Service. 
H.M., Stationery Office, 1953. 
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clinical research that do not involve extensive labora- 
tory investigations, and one may perhaps envisage 
the future director of research as a person who has 
been so well trained both in the wards and in the labora- 
tories that he can codrdinate the researches of juniors 
who are working in either. In the sphere of pathology 
we probably are all acquainted with the man who has 
the ability and inclination to do whole-time research, 
but has no wish to be segregated in an institute which is 
entirely detached from hospital work. His interests 
lie in the apptication of his observations to clinical 
problems. He must therefore attach himself to a 
hospital to gain the stimulus and the opportunities 
required. But at the present time there is virtually 
no provision for a worker of this kind. A few research 
fellowships are available here and there: their tenure 
is usually limited, and the salaries attached of an order 
that anyhow opposes long tenure. It is obviously 
unreasonable that whole-time research should entail 
celibacy. These research fellowships should serve a 
valuable purpose as a testing period for those who show 
promise, and are gifted with the various attributes that 
we regard as desirable in a prospective researcher. But 
when the testing time is over, and a reassessment 
shows that the candidate has proved himself, a permanent 
post at advanced remuneration should be his reward. 
Reverting to the white-paper, we must, like Mr. Micawber, 
hope that something will turn up! 

Finally, I should like to notice the reeommendation 
of the white-paper that the central research organisation 
should be empowered to make, when necessary, arrange- 
ments for work abroad. Either individual researchers 
or units might profit in this way. The profit would also 
extend to the centres visited in the case of those that are 
geographically isolated, or lie in the more backward 
countries. This conception is in close harmony with 
views expressed this summer at the Cambridge Congress 
of Commonwealth Universities. An increasing degree 
of free movement of scholars between these constituent 
universities would confer an inestimable benefit not 
only upon the scholars themselves but also upon the 
growth of mutual knowledge, good will, and understand- 
ing. In pathology we are aware of many racial and 
geographical variations in the* pattern and kinds of 
disease. These demand investigation not only for 
their own sake, and for the sake of those who 
suffer thereby, but also because their study would 
doubtless lead us to a better understanding of our own 
diseases. 

Our outlook and teaching in this country are far too 
parochial ; the enrichment gained by periods of work 
abroad is, in my view, a target that we should set as a 
desideratum for all. Before settling down it would be 
no bad thing if it were obligatory for every young patho- 
logist to undertake a spell of study, and if possible 
research, in some other part of the Commonwealth as 
part of his training. Were this accepted as a general 
rule, the fear of being forgotten, or of slipping off the 
academic ladder, would lose its force. And doubtless 
it is that fear, as well as the present absence of any 
proper financial provision, that has inhibited the other- 
wise bold spirit from embarking on a venture that might 
prove so profitable to himself and to human society. 


THE ASSOCIATION OF CLINICAL PATHOLOGISTS 


There are doubtless many aspects of my subject that 
1ave been left untouched, but I have said something 
of those that appeal to me as most important. And 
I have chosen this occasion for the purpose from my 
conviction that it lies more within the power and scope 
of this association than of any other body to maintain 
the integrity of pathology in the face of growing 
diversification. 
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III. ORGS ? 
My Dear WuHIpDpDoN, 


I owe an apology to you and to your house-surgeon. 
To him because I rebuked him more sharply than mere 
ignorance deserved, and my only excuse can be that his 
youthful appearance 
medical registration ?- 
me. 


is there still a minimum age for 
brought out the. old dominie in 
To you because in rebuking him I usurped your 
locum parentis (or locus ?—a nice point of usage). I 
should have remembered that it is your custom to include 
good manners and common sense as part of the education 
of the young surgeon. 


The young man reflects little credit on his previous 
teachers. I am accustomed to those who use my labora- 
tory as a sort of penny-in-the-slot crystal ball from which 
all the answers to their silly questions may be obtained 
in a twinkling ; but on that morning I was out of sorts 
and jibbed at the specimen of feces accompanied by the 
bald query “ Orgs?’’? Do you blame me if I returned 
the immediate answer “ Present’? ? I hoped that by 
this brutality I might impress on his mind that useful 
answers are possible only to useful questions—but the 
blame is not his. I have little doubt that bacteriology 
is the worst-taught subject in the curriculum. It takes 
up a good deal of time which the student might spend 
better in the wards and leaves him with some ill-digested 
applied botany, a lot of names learned by rote, and the 
illusion that if he sends any specimen to the laboratory 
he will receive the correct diagnosis on a plate without 
further effort. If it is taught apart from general pathology 
—as it usually is—he forgets that bacteria by themselves 
are no more harmful than puddocks in a pond. Because 
they are “ classical’’ he learns a lot about typhoid and 
plague bacilli and the pneumococcus as parasitic members 
of the vegetable kingdom, but about whitlows and 
inflamed tonsils very little and he seldom knows how to 
immunise his own child against diphtheria. Do you still 
devote much time to teaching the surgical treatment of 
aneurysms ? Because bacteriology in the medical school 
is divorced from medicine and surgery it is only after 
years in practice (or six months as your H.s.) that he 
learns that the findings of the laboratory are no more 
than physical signs, of the same order of truth as those 
which he detects with his own eyes and hands. Their 
diagnostic value resides not in any single one of them but 
in the sum total. 


If I were to return to teaching perhaps I could not do 
much better. 1 am not frightened of the vested interests 
of those who earn their bread that laborious way or of 
those who collect the fees from examination candidates. 
The truth is that 1 hardly know enough bacteriology in 
its applications to medicine to let me teach it without 
a good deal of misgiving. If I am injecting a mouse 
with anthrax bacilli and I let the needle slip into my finger 
I know I have done a foolish thing; but I also know 
from experience that 1 am not bound to suffer an infec- 
tion. Do you remember our happy meeting—happy for 
me at any rate—in Deolali on our way home from 
Seac ? We both wished to buy some ornamental trash 
as evidence that we had in fact seen the glorious East ; 
but the bazaar was out of bounds because there had been 
two cases of bubonic plague there. Now I will bet my 
boots that that bazaar held all the textbook essentials 
for a thundering good epidemic—humans and fleas and 
rats beyond the dreams of a rodent exterminator’s 
avarice—and there were just two men suffering from 


plague. When I used to give my lecture on plague to 
the students I used to tell them to read Martin 
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Arrowsmith ; but I am glad that none of them asked 
me the questions I asked myself in that bug-infested 
tent. 

Contrariwise the other day I saw an outbreak of 
infectious disease which should never have happened at 
all—according to the books. An entire respectable 
middle-class family were prostrated with a salmonella 
infection. The housewife set a standard of cleanliness 
which I seldom see in my own home (I trust to your 
discretion) ; they had had no visitors; they had not 
eaten elsewhere ; their food came from the same shops 
as did their healthy neighbours’; and they had not 
touched duck eggs or mutilated meat or any such thing. 
Students learn about natural and acquired immunity 
and minimum infective doses. I wonder how many 
teachers add that as far as our knowledge goes today 
none of these things explains many of the common 
phenomena associated with infectious disease. I think 
I am right in saying that no-one really knows what 
touches off a major epideinic. Greenwood, who knew 
and thought more about these things than most of us, 
postulated besides the parasite and its host a tertium 
quid—-which is a decent and scholarly way of admitting 
ignorance. 

* * * 


But these are more than subjects for academic specula- 
tion. Twice in recent weeks I have seen incidents in 
our own maternity block which underlined my own 
ignorance. 

The first arose from that rarity of these days, a classical 
puerperal infection with hemolytic streptococci. No-one 
else was ill, patients or staff, but Matron showed a 
praiseworthy anxiety lest one of her nurses might have 
been the source of infection. I had forebodings of trouble 
and no doubt she put down my hesitations to idleness. 
I yielded—of course—and we looked at the throat and 
nose swabs from the twenty-five nurses and etceteras 
who staff the block. Eight of them harboured hemolytic 
streptococci in their throats ; but—and this meant a lot 
of hard work for somebody else—none of these were of 
the same ‘‘ type ’’ as that in the original sufferer, and, in 
fact, we never found whence her infection came. (In the 
book one of the nurses would have been a nasal carrier 
who had been on duty in the labour ward when the last 
similar infection occurred nine months ago.) The one 
problem had left us with another. Here were eight girls 
carrying a potentially dangerous organism in their throats 
in the presence. of patients traditionally susceptible to 
severe infections. If we took them off duty one ward 
would have to close, perhaps two. If we did nothing we 
should look worse than mugs if a second infection 
occurred. The epidemiology of puerperal infections has 
received the attention of some pretty distinguished 
brains since Semmelweis, but I could not base my advice 
to Matron on anything better than an_ ill-informed 
guess of the risks involved. In the end we let the 
carriers stay on duty, chewing penicillin gum, but 
kept them out of the labour wards. As no other 
infections were noticed Matron thinks rather well 
of me. 

A week or two later another patient ran a mild fever 
after delivery, and, as is usual and proper, they took a 
swab from her cervix. I found a little pus on it and the 
culture grew Bacterium coli and Streptococcus faecalis. My 
staff, unasked and probably unwisely, found and reported 
that both of these were sensitive to chloramphenicol, 
and with this the patient was treated. Her fever, by the 
way, had subsided before my report reached the ward. 
Were these organisms the cause of her fever, and, if so, 
did they justify the use of a drug which is not without 
its dangers? After the event the answer to the second 
question is clearly ** No”; but the first is an example of 
a difficulty which I meet every day. These organisms 
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are normal inhabitants of the bowel, but both are capable 
of causing infections elsewhere in the body. Neither is 
anormal inhabitant of the vagina, but my faint memories 
of obstetrics suggest that even the best-conducted labour 
gives some opportunity for the mechanical transfer of 
these organisms from the anus. Here we found them 
associated with pus, and in my simple way I have always 
assumed that pus is evidence of an inflammatory reaction. 
Does the trauma of childbirth produce such a reaction, 
or is the pus evidence of infection, albeit a low-grade 
one? At this point I begin to think about angels on a 
needle’s point. We just do not know if the fever was 
due to infection with these organisms, and I believe the 
house-surgeons erred in assuming that it was. In fact 
he gave more weight to our report based on “ scientific ” 
methods than to the plain fact that by the time he received 
it the patient was very well indeed. I see this impulsive 
urge to treat first and think afterwards so frequently 
since we have had the omnipotent antibiotics that | 
suspect some of our junior colleagues of believing that 
the only good bacterium is a dead bacterium. 


* * * 


The medical wards plague me with requests for ‘‘ the 
prevalent organism ’’ in sputum. I wish I knew how 
this heresy arose. Much of what is labelled ‘‘ sputum ” 
is, of course, saliva; but I will overlook the difficulties 
which arise from this. Until I am blue in the face I have 
pointed out that the prevalent organism as seen in a 
stained film of the material is seldom the organism most 
numerous in my cultures. Let me choose the medium 
and I will give them pneumococci or coliform bacilli or 
yeasts for an answer. The physician’s assumption is, I 
suppose, that the most numerous organism is the one 
which is causing the patient’s illness and that if he can 
exterminate it with this or that expensive antibiotic the 
poor chap will get better. I am not competent to discuss 
the second part of the argument, but my experience has 
been that the commonest effect of antibacterial treatment 
alone has been to replace one organism with another 
almost as likely to cause disease. If I judged by numerical 
prevalence alone I would not give much weight to the 
tubercle bacilli in an open cavity. 

In appraising the bacteria in sputum we are guided by 
the analogy of infections elsewhere in the body and by 
the dogmatic simplicity of the textbook which labels 
some organisms ‘* pathogenic ’’—pneumococci and influ- 
enza bacilli—and some “ saprophytic.’’ There are, I 
believe, very few organisms—tubercle and perhaps 
anthrax bacilli—whose presence in the sputum is evidence 
per se of disease. The great majority—whatever their 
labels in the book—can enjoy a parasitic life in the human 
windpipes if the environment is suitable. In the sense 
that a staphylococcus causes a boil I rather doubt if 
any organism ‘‘ causes’’ chronic bronchitis. If I am 
wrong I do not know of any evidence derived from 
parasite or host which will let me put the blame on the 
right shoulders. Perhaps they all have a share in the 
work. We know next to nothing about bacterial symbiosis, 
and I sometimes wonder if the flora of the bronchial tree 
does not play a part akin to that of the bowel—a part 
largely beneficial to the owner of the tree. Perhaps the 
effect of a few doses of penicillin on the man with chronic 
bronchitis is rather like that of a few days on yoghourt 
it_stirs up the flora like a gardener with a hoe. 


ss 


* * * 


Being a hospital bacteriologist is a very difficult job. 
In the golden age of bacteriology—say up to 1906—it 
was the Pasteurian dogma of specificity which made the 
science so exciting and so satisfying. Like causes like. 
Here are two patients who suffer from what appears to 
be the same ailment: the microbe—an old word not 
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used enough—common to both will be the responsible 
agent. (The biggest blob was beriberi, and the evidence 
for its infectiousness was better than most people think.) 
Nowadays specific infections seem, regrettably, rare. We 
bacteriologists deal mostly with material from bronchitic 
chests and dirty wounds and—saving your presence 
ancient sacculated bladders. Once upon a time we used 
to spend our days searching for specific organisms 
typhoid bacilli or gonococci—to confirm half-made 
diagnoses ; pow we look for an unknown organism which 
wil give a guide to treatment. We have all the elegant 
equipment we can reasonably want. We use methods of 
beautiful refinement and we seldom meet any organisms 
to which we cannot give a name with a clear conscience. 
Our chief trouble is, I think, that our methods were 
designed for other ends. Some, as I have said, are meant 
to reveal a specific organism which will confirm a diagnosis 
—and some work of this kind will always be with us. 
Some-—and these are the most refined—were designed 
to help the epidemiologist. Improvements in culture 
media let me detect the scanty typhoid bacilli lurking in 
the carrier’s bowel, and for this purpose are better than 
the older and simpler media. When we used to use these 
I have no doubt that we missed many carriers, but we 
were no less successful in confirming the diagnosis in an 
established case of enteric. The price which we pay for 
detecting the single typhoid bacillus is the likelihood of 
overlooking other organisms of importance which will 
not grow on these eclectic media. This is probably why 
we were rather slow to spot that certain severe infections 
of infancy are due to a strain of Bact. coli: indeed I 
have heard that these first came under suspicion by reason 
of the smell of the feces rather than by the orthodox 
methods of the laboratory. (Of course the nose is useful 
in the laboratory—but don’t tell anyone I said s0.) 
Epidemiology is an almost unhealthily fascinating sub- 
ject, but its charms have tended to seduce the hospital 
bacteriologist from his job—which is to assist in the 
diagnosis and treatment of the sick. 


Our other trouble arises from the fallacy that certain 
organisms are pathogenic and the others are not. You 
can tell the pathogenic ones because there is a list in the 
textbook, and if I find one in a specimen it must be the 
cause of the patient’s disease. If I cannot find one 
the disease is due to a virus or is the province of the trick- 
cyclists. Of course this is plain biological balderdash ; 
but you would be surprised how often I meet it. “‘ Patho- 
genic’ and “‘ saprophytic ’’ are useful words in writing 
reports—I use them myself quite frequently—but I 
really think that they are applicable only to one 
organism in one site in one patient. I have stroked 
a lion—with misgivings—and have been bitten by a 
rabbit. 


What we usually lack is evidence of the pathogenicity 
of any one organism in an individual patient at a given 
time. There are exceptions. The most convincing is the 
rise in the titre of antibodies in a patient’s serum during 
the course of illness—especially if the same organism 
can be found somewhere about his person. It is 
an old method which might repay examination if 
applied to some of the infections which appear to be 
non-specific. 


I am not so far sunk in doubting apathy that I attribute 
no importance to the meningococcus in the purulent 
cerebrospinal fluid or the streptococcus in the blood of a 
patient with the signs of endocarditis. I do not really 
doubt that hemolytic streptococci cause tonsillitis ; but 
I wish I knew if non-hemolytic streptococci do much 
the same thing. I rather think that the botanical origins 
of our subject and the charms of our technique have led 
us for too long to look harder at the parasite than 
at its host—and the second is the way for future 
advances. 
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Perhaps these will never come. Unless we are careful 
I forsee that we shall be asked to do no more than 
discover to which antibiotic any infecting organism is 
sensitive : their vulnerability will be more important 
than their names. Indeed today their names are wanted 
only as a rough guide to treatment. Perhaps this is the 
right way to deal with non-specific infections—it was you 
who taught me the virtues of Eusol dressings—but it 
hurts my professional pride. I said that bacteriology was 
difficult : I meant useful bacteriology. Nothing is easier 
than to report that a specimen contains these and those 
organisms and nothing is harder than to persuade myself 
that I am not drawing a long train of stinking herrings 
across the paths of truth. 


* *” * 


On this poetic note I will end my lamentations and add 
yet another apology for letting off so much steam 
(? hot air) and all because I hinted to your house-surgeon 
that he is an ignorant booby. He is that and all, and 
I know that you will exert yourself to correct his 
failings. If you will bring him in to laboratory tea on 
your next operating day perhaps I may be allowed to 
help ? 

Yours very sincerely, 


Harry HAWKE. 


Medicine and the Law 





Mistakes with Anesthetics 


Two fatal mistakes in the dispensing of anesthetics 
were recorded in September. 


In the first ? a girl of 19 was undergoing an operation 
for goitre. The surgeon ordered as a local anesthetic an 
injection of a solution containing 6 grains of ‘ Novocain ’ 
in 7 ounces of normal saline to which adrenaline was to 
be added shortly before use. As he was dividing the 
tissues to expose the swelling in the thyroid, a fit deve- 
loped and the patient collapsed ; all attempts to revive 
her failed. The request for the anesthetic had been 
communicated to the dispensary by telephone; the 
dispenser took a bottle of ‘ Nupercaine’ instead of 
novocain; she explained at the inquest that she had 
no doubt that nupercaine had been asked for ‘‘ because 
we frequently dispense it in saline, whereas novocain 
is usually dispensed in distilled water.’? The coroner, 
remarking that the mistake had been frankly admitted, 
said he felt that the similarity in the names of 
the drugs was unfortunate. They could easily be 
confused in an oral message unless enunciation was 
very clear. 

*‘Nupercaine’ is a proprietary name for cinchocaine 
(B.P.). Formerly ‘ Nupercaine’ was issued as ‘ Percaine’ ; 
but this title was changed to avoid confusion with 
procaine. 


, 


In the second case? a local anesthetic was being injected 
into the interspinal ligaments. The prescription did 
not specify the quantities of the adrenaline to be included 
with the 2°, solution of novocain. It had apparently 
been expected that the strength of the solution would 
be 1 in 50,000. The actual strength was 1 in 1000. 
\ consultant pathologist told the coroner that death 
was due to heart-failure. He had carried out consider- 
able research to ascertain the toxic dose of adrenaline 
but had no definite results to give. It was possible 
that a nervous patient might secrete adrenaline in 
excess. The practitioner concerned said he had _ not 
specified the actual quantity on the prescription, as he 
thought it was a standard prescription. 

In both cases a verdict of death by misadventure 
was recorded. Hospital managements will once more 
be reminded of the constant need of supervision, 
vigilance, and correct method. 


» 1. Leicester Mercury, Sept. 8, 1953. 
2. Yorkshire Post, Sept. 23, 1953. 
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A Running Commentary by Peripatetic Correspondents 


Nopopy has heard of Fumaretto di Bocca di Margra 

certainly nobody at La Spezia in whose province we 
are; hardly anybody at Sarzana the local town; and 
even at Ameglia, the fairy-tale walled village perched on 
the top of a hill at the other side of the estuary, where 
Bocca di Margra is known as the bus terminus, only 
a few have heard of Fumaretto itself. 

Our holiday party originally contained two people who 
spoke Italian. Since they left we have fallen back on 
French, which nobody here speaks, and School Certificate 
Latin plus scientific terms. The former rarely lets one 
down Veni, Vidi, Vici—good old Julius Cesar; but 
Gray's Anatomy is less reliable. Dura Mater is now 
Cattivo Mama and all the anatomical fruits and nuts 
have let us down. Despite these tribulations we have 
compared all the price range of food in the two countries ; 
but our final conclusion ‘‘ What you gain on the swings 
you lose on the roundabouts ”’ is only translatable into 
a rather complicated story about a man who was lazy 
on Wednesday and worked hard on Saturday. Recipes 
are easier, but English diet is quite inexplicable. If they 
don’t eat pasta, can’t afford wine, are not used to meat, 
and pay sixpence for an egg, what do they eat? Bread 
and jam—yes—rosbif—yes—but what else—tea—and 
well pouding. Yes we all know the English eat very little, 
they spoil their teeth and appetites with sweets and 
tea, but it must be a hard life without wine. 

Our landlord—who has sailed the seven seas with 
a captain’s ticket—-was helpful about our language 
trouble, and lent me the Master Mariner's Compendium, 
published in Naples in 1901, which had a glossary of 
nautical terms in six languages, so that with care I could 
discuss the equivalents of dunnage, bill of lading, or 
harbour master. Unfortunately only the Italian part was 
alphabetical. 

Everyone wanted to know what sort of doctors we 
were—a Woman must surely be Specialiste, Ostettrica, 
or Pediatriche. We worked in the National Health 
Service, did we? A good thing surely for poor people 

but what sort of job did we do? Psychiatrists— 
don’t understand—oh—head doctors, yes we have 
heard of them but we don’t need them here, you see we 
have good red wine. The joke resounds from the captain 
to the knife-grinder, and echoes down the valleys of 
olives: ‘* The English would not need you if they had 
our good red wine.” 

* * * 

The position of host at a wedding party is fraught 
with anxieties, not the least of which is a fearful fore- 
boding that the hired coat, fancy waistcoat, sponge- 
bag trousers, and drab shell (grey top hat to you) will 
not arrive on time or that, when they do arrive, they 
will be found to fit only a David or a Goliath. All 
was well with mine, except the drab shell which had 
been built apparently to encase the cranium of a Goliath 
with hydrocephalus: it engulfed not merely the eyes 
but also the ears, and a last-minute exchange had to be 
effected. Another anxiety is whether the drink will 
hold out, for nothing is worse for the reputation than 
to have one’s guests departing with dry lips and parched 
throats looking earnestly at their watches to see if it is 
opening time. Happily we had budgeted correctly and, 
as our delightful French friend remarked, everybody 
went home quite fed up and drunk. What more could 
one ask ? 

* * * 

One of the teaching-hospital registrar’s duties is to 
provide examination cases when his chief is invited to 
examine for the membership or other less-distinguished 
diplomas. Five days’ notice is not too long to muster 
ten suitably gross yet mobile cases at any season of the 
year, but in August even the professional patient is on 
holiday, and the evening before the current exam I 
was two “ light.”” With the usual dearth of physical 


signs in the wards, anything with a lump, limp, or wheeze 
was welcome. My not overcritical choice fell on a former 
house-physician who had returned to his alma mater 
with bronchial asthma brought on by devotion to duty 
He could walk and might confidently be 


elsewhere. 
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expected to wheeze. So next morning after breakfast off 
he went with the acromegalic lady, the tabetic gentle- 
man, the fibroid lung, and the mitral stenotic with aortic 
incompetence and the cunningly kinked right carotid 
artery which simulates an aneurysm. 

I have often had qualms about asking patients to come 
to examinations. I had an idea that the postcard accept- 
ing the invitation was sent back with bad grace after a 
great deal of grumbling, just to oblige the doctor. But 
now, having had a reliable spy in their midst, I know 
that I was wrong. All were glad to answer the call and 
felt that they had a duty to the ‘“‘ young gentlemen ”’ 
(students take note) who wished to qualify; for if their 
diseases could not be cured they might at least make 
some use of their ailments in the service of society. 
Even the lady from the distant suburbs who had to leave 
home at 6 A.M. had no grumbles. The regulars greeted 
each other fondly and inquired after their acquaintances 
who had not received or had declined the call to duty. 
The new members of the troupe were coached in their 
subject and warned what to expect. 

The highlights of my medical fifth-columnist’s day 
were his meeting with his former chief, who recognised 
him and after a perplexed greeting retired to a respectable 
distance, and his encounter with a foreign candidate 
whose diagnostic methods were rather oblique : ‘‘ Which 
hospital do you come from ? ”’ followed by ‘* What is the 
name of the doctor who is treating you?’ He also 
reported that each examiner steered the candidate 
towards his own specialty, the cardiologist harping on 
cardiac asthma, the allergist on pollen, and the neuro- 
logist on nothing in particular. The seven-and-sixpenny 
honorarium bought us each a glass of ale. 

* * * 


The Earles live in a cottage on the edge of my practice 
in the depths of the country and far from a bus route. 
I went out to vaccinate the twins. When I arrived the 
harassed but cheerful Mrs. Earle was striving to bottle- 
feed the twins simultaneously and also to keep an eye 
on her adventurous toddling daughter. I thought 
perhaps that it might be less disturbing for them if I 
vaccinated the twins while they were still feeding, and 
despite the toddler’s well-intentioned efforts to help— it 
was one of those occasions when one would be glad of 
four hands and six eyes—we were getting on famously 
until the telephone rang. 

Mrs. Earle being immobilised and there being no other 
adult in the cottage I left her in charge of the children 
and my small apparatus and hurried downstairs to 
answer the call. It was the kind health visitor ringing 
up to inform Mrs. Earle that the doctor would be calling 
this morning to vaccinate the twins. 

* * * 


One of our favourite relaxations from the strain of 
academic life is the study of the weekly statistics of 
infectious diseases. ‘‘ Lot of measles about,’ we say, 
shaking our head knowingly ; ‘‘ bad year for dysentery 
too ; these poor clinical chaps are having a bad summer.” 
We click our tongue over the enteric figures, and speak 
in hushed tones of the decline in scarlet fever. Recently, 
however, a new emotion has been added; we have a 
quiet pride in the whooping-cough returns. Remember 
that sharp spike a couple of weeks back ? That was us. 
Right above the maximum figures for the last ten years 
we went, just like that. As the spasm shakes us in the 
night, and we rush our asphyxiated stomach to the 
basin, it is a consolation to know that we have made 
history. 

And not only that—we are learning a lot of clinical 
medicine too. Both the baker and the man who brings 
round the lemonade tell us we should go round by the 
gasworks every day—the smell of the gas always stops 
the vomiting. The butcher favours blowing into a 
bottle—it fixed up his partner’s niece proper. But 
the fellow who really impressed us was the milkman. 
He knows somebody who got a prescription that took 
the cough away from their kids in no time. ‘ All you 
do is ask the chemist for that stuff that tastes like onions,” 
he told us, ‘‘ you'll be right in a jiffy.” 

x * * 


Saying of the Week.—I have no memory for faces, but a 
wonderful face for memories. 
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CLINICAL PATTERN OF CHRONIC BRONCHITIS 

Srr,—The paper by Dr. Oswald and others in your 
issue of Sept. 26 interested me greatly. I wonder if it 
would be possible for him, now that he has his team of 
investigators and questionnaire ready at hand, to carry 
out the same inquiry in that group of patients which he 
has discarded as ‘‘ asthmaties.’’? Then he could compare 
these results with his figures for ‘‘ chronic bronchitis.” 
He says—and I can well believe him—that ‘‘ some diffi- 
culty was experienced in determining the common usage 
of the term ‘chronic bronchitis’ as opposed to 
‘asthma.’’’ Surely the distinction is not a valid one, 
though admittedly traditional. 

His paper goes far to confirm me in my view that in 
fact these two terms designate merely the clinical 
extremes of a single pathological entity. 

One visualises the same sort of relation between 
chronic bronchitis and cat asthma as exists between 
chronic eczema and, for example, acute primula derma- 
titis. Both are allergic reactions, and there is an unbroken 
clinical gradation between the two extremes. Secondary 
infection often complicates and aggravates the more 
chronic states in each ; but infection is not the primary 
cause. 

The survey brings out many points in which ‘* chronic 
bronchitis ’’ resembles the textbook features of asthma : 


A relatively high incidence of allergic disorders among the 
relatives ; the frequent appearance of respiratory illness in 
childhood ; “ colds,”’ presumably in most instances vasomotor 
rhinitis, which ‘ go down to the chest ’' ; mucoid sputum with 
prolonged and “distressing morning cough; conspicuous 
bronchospasm and breathlessness ; aggravation during winter 
months and by a number of respiratory irritants and allergens ; 
and a high ultimate incidence of emphysema. 

The presence of a very strong ‘‘ bee in one’s bonnet ”’ 
almost precludes a detached and scientific approach to 
such a problem, at any rate from a statistical angle. 
Dr. Oswald’s team would appear to be in an ideal position 
to tackle it, for he has already selected his asthmatics 
by exclusion and therefore without any bias in favour 
of a relation between the two cortditions. 


Plymouth. W. A. LISTER. 


GROUP PRACTICE 

Sir,—The two articles by Dr. J. 8. Collings (July 4 and 
Sept. 19) present a most interesting and inspiring con- 
tribution to present-day thought on the development of 
general practice. I should like, however, to analyse some 
of Dr. Collings’s proposals, to make some criticisms, and 
to add a few suggestions. 

As I understand Dr. Collings’s proposed scheme of 
basic group practice, it is essentially a partnership of up 
to five men working in common surgery premises for their 
mutual aid, both in consultation with one another and 
in order that they can help one another, during temporary 
absence, on a rota system; and that they may be in a 
position to have more ample and suitable accommodation 
for their work than is available to one man alone. Aiso 
that they may be able economically to employ a suffi- 
ciently ample staff of ancillary workers to relieve the 
more expensively trained doctor of a great deal of his 
routine work. ‘This, it is suggested, will allow him to 
use his long training where it is really required. 

Of course, all these are not new proposals. What is 
new is concrete suggestions for putting these proposals 
into effect and converting vague ideas into a practical 
working proposition. 

Dr. Collings also puts forward, as a corner-stone of his 
scheme, a proposal for an appointment system of 
practice. I should like to discuss this latter proposal 
first. 
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Dr. Collings suggests a system of appointments of 
either 15 or 20 minutes. If a doctor sees patients at the 
surgery for a total of 20 hours a week (i.e., ten 2-hour 
sessions, six mornings and four evenings) he will, if all 
appointments are always filled, deal with 60-80 surgery 
consultations a week—about 3600 a year. For a list of 
2500 patients, which is Dr. Collings’s suggestion, the 
surgery attendances will be about 1-5 per patient per 
year. This is about half the actual urban figure at the 
present time. Dr. Collings suggests that the ratio of 
‘“‘ nursing procedures ’’ to doctor’s attendances may be as 
high as 3 to 1, when the scheme is running—by which I 
presume he implies that on the average a patient will be 
seen by the doctor on only 1 of his visits in every 4. This 
would certainly make such an appointment system 
perfectly practicable, but I find it difficult to accept this 
ratio. One would like to know if Dr. Collings is assuming 
this figure or if he has seen it actually in operation in the 
urban industrial-class practice. He appears to visualise 
a practice in which several nurses are busy throughout the 
day dealing with ‘‘ nursing procedures ’’ for patients who 
were previously seen by the doctor during one of his 
comparatively brief consulting-hours and who will not 
need to see him again fer several visits. 

But this is pure phantasy. A brief analysis of the last 
100 consecutive patients who attended at my surgery 
shows that I called on my nurse to help me with about 
1 in 4, and in not more than 2 cases could she properly 
have dealt with the patient herself. All this does not 
mean to say that a good nurse in attendance cannot save 
a vast amount of the doctor’s time; but, so far as my 
own practice is concerned, I cannot see any work for her 
for long periods of the day apart from the doctor’s 
presence, which is apparently what Dr. Collings is 
suggesting. I should like his elucidation on this point. 

In a description of an appointment system in a mixed general 
practice which was recently published, 5-minute appointments 
were attempted and, with some latitude, were found to be 
workable. With ample nursing assistance, I believe 6 minutes 
per consultation is possible and might be very successful. It 
does, however, rather scale down the type of leisurely, highly 
efficient practice suggested. There are, however, two other 
difficulties which suggest themselves to me. I think a pro- 
portion—perhaps a considerable one—of my patients would 
resent an appointment system. Many people do not like 
telephoning, which in any case is not free like the doctor, and 
they would certainly not come to the surgery to make an 
appointment. Nearly all * first consultations *’ would turn 
up without an appointment and would certainly resent being 
kept waiting while late arrivals came by appointment and 
were seen at once. The second difficulty is that this system 
requires attendance at the surgery of a receptionist or appoint- 
ments clerk for a very large part of each day, and I feel that 
this would be difficult to arrange and very expensive. I have 
come to this conclusion with great regret as I should very 
much like to see such a system working in my own practice, 


Apart from the appointment system, Dr. Collings’s 
scheme is most attractive and is an extension and 
elaboration of arrangements which many partnerships 
have worked out for themselves. I feel the greatest 
stumbling-block, as in so many aspects of the health 
service, is that of finance. From my own experience, 
which covers, on a somewhat smaller scale, much of the 
proposed layout, I am in a position to speak with scme 
confidence on this point. I agree with Dr. Collings that 
each partner should have a separate consulting-room 
so that they can all work at the same time. I also agree 
with him that a separate small examination room is 
required to each consulting-room, and preferably one or 
two over; 6 ft. by 6 ft. is large enough for these. They 
must be sound-proof, and for that reason I prefer them 
not to open direct from each consulting-room. I also 
prefer rather more waiting-room accommodation. Apart 
from these minor points, I am with him. 

The cost of buying, converting, and equipping such a 
surgery is at least £1700 per doctor. It is only because 
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the older type of dwelling-house in our larger towns is 
comparatively inexpensive to buy that the figure is not 
much higher. To build new premises is prohibitive as 
well as heart-breaking. One great point in favour of 
converting the older house is that living accommodation 
can be provided upstairs, in converted flats, for a house- 
keeper, and for an assistant’s or locum’s accommodation, 
and this solves many problems without adding materially 
to the cost. But this cost is nevertheless considerable, 
and I repeat I do not think one can count on less than an 
average of £1700 per partner 


more for small groups and 
a little less for large ones. 


Dr. Collings does not mention 
the day-to-day cost of running such a surgery. 

Rates, heat and light, telephone, repairs and maintenance, 
insurance, and cleaning may be estimated at about £200 per 
year per partner—again a little less for large groups and a 
little more for small ones. This is in addition to the annual 
cost of capital finance. If all the capital required can be 
borrowed, the annual interest and sinking fund over 20 years 
may perhaps add up to £130 per year per partner. It follows 
that the annual cost of running such a central surgery may be 
taken as upwards of £350 for each practitioner using it, before 
the employment of medical auxiliaries. I agree with Dr, 
Collings that the optimum number of these is one per partner, 
Presumebdly they will cost about £350 per year each. So we 
have now arrived at the figure of upwards of £700 a year 
‘“‘ partnership expenses *’ for each member of the group. The 
main item under the heading of “ partners’ individual 
expenses ’’ will be the car, which, with depreciation taken 
into account, will probably be at least £450. There will be 
further smal] personal expenses, and £50 should cover these. 
The total practice expenses are now in the neighbourhood of 
£1200 per partner. A list of 2500 patients will bring him in 
about £2500 gross, and there will be a little more for mid- 
wifery and some small private fees. My experience is that 
these additions, in urban industrial practice, are small and 
dwindling. 

We find, therefore, that the man wishing to practise 
as his inclination and professional conscience guide him, 
must spend very nearly half his gross income to attain 
this end; and if, as I agree, 2500 is the maximum list 
he can properly attend even in the ideal circumstances 
of practice visualised, then his net income cannot be 
more than £1300 subject to income-tax. What springs 
to the mind is, of course, not original: the system of 
payment by counting heads is absurd—it simply puts a 
premium on the type of practice castigated by Dr. 
Collings in his original report and places a heavy tax on 
the competent and conscientious doctor. 

At this stage can any useful suggestion be made 
regarding this? In my view it can. 30% of the gross 
pool is now regarded, for superannuation purposes, as 
‘*“ expenses of practice.’’ I would suggest that where it 
can be shown, by accountant’s figures, to the satisfaction 
of an appropriate committee that the proportion of 
expenses in any properly formed and conducted group is 
greater than the general average, on account of expenses 
incurred to the substantial gain of their patients, then 
they should receive an additional sum towards these 
expenses. This would, of course, reduce the general 
capitation fee per head. It would tend to subsidise 
efliciency and reduce lists to a reasonable size. No-one 
realises better than I do that this is a utopian suggestion, 
and I would like to make another, more likely to gain a 
substantial measure of support. 

In my own partnership we have provided for ourselves 
surgery premises more or less on the lines indicated by Dr. 
Collings. For ancillary help we must perforce content our- 
selves with one part-time trained nurse. Other medical 
auxiliaries we must forego, but the central surgery forms the 
seed from which I feel all improvement in general practice 
grows. I do not agree that a group can function at all without 
premises to practise in. It is very likely to do increasingly 


good work if it is once formed and properly housed. The 
necessary capital outlay on housing may suffocate it at birth. 
The building societies do not cover quite this need. 

If a central ad-hoc committee were to be set up authorised 
to advance from national funds the capital required by any 
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group who could satisfy a committee of the executive council 
and the local medical committee that their proposed scheme 
for surgeries was sound and efficient, then I feel such schemes 
would be widely put into effect and a great step forward to 
improving the status of general practice would have been 
taken. The central committee might be known as the Practice 
Accommodation and Group Committee. It might in many 
ways resemble the present Medical Practices Committee and 
be composed of general practitioners and lay members who 
should have among them a surveyor and a financial expert. 
The chairman should, I believe, be a doctor. The advances 
they would control might be loans up to say £2000 per partner, 
over a period of 20 years, at the same rate of interest as is paid 
on the compensation money—namely 2°/,%. After all, the 
Ministry have some £30 million of our money still in this fund. 

The surgery would slowly become the actual property of the 
group, and a retiring partner could sell his share to a successor 
who could, in his turn, borrow from the fund. 

The scheme should commend itself to the Ministry, since 
the capital cost of providing very suitable surgery accommo- 
dation throughout the country would be less than £1 per 
patient attended ; and this is perhaps 10° of the cost of 
health centres, which, I agree with Dr. Collings, are quite 
unrealistic. This cost would be a repayable loan. 

The annual charge to the partnership including some nursing 
help would be less than 2s. 6d. a year in respect of each patient 
on the list, and in the experience of those of us who have had 
the good fortune to practise from such a surgery no money 
has ever been better spent. 

Having once got the surgery, the group will at any rate be 
able to use what ancillaries they can afford, and general 
improvement in practice will come step by step. 

There is one more point. Many of the medical 
auxiliaries mentioned by Dr. Collings are, or should be, 
already provided for the patient, being paid by other 
branches of the health service. This applies to nurses, 
health visitors, physiotherapists, laboratory technicians, 
&e. It might be possible to obtain their part-time 
services at the group premises by proper coéperation in 
the health services where such groups are in full operation: 

One can only reiterate Dr. Collings’s plea for reorganisa- 
tion of our work, by ourselves, for the mutual benefit 
of ourselves and our patients. 


Croydon, Surrey. REGINALD N. DEANE. 


*,* Dr. Collings’s proposals for the financing of group 
practices are set out in his third article which we hope 
to publish shortly—Ep. L. 


LABORATORY DIAGNOSIS OF SMALLPOX 


Srr,—I feel that your annotation last week on the 
Ministry of Health brochure on this subject is a little mis- 
leading and to some extent dangerous. You state: 
‘The emergence of reliable laboratory tests has reduced 
materially the period of doubt: instead of depending 
on.protracted clinical observation in a smallpox hospital, 
he can do tests which rapidly and convincingly aid the 
diagnosis, often without moving the patient.’’ Although 
in this paragraph ‘“‘ he”’ refers to the medical adminis- 
trator, whoever that may be, the word clinician is used 
subsequently. 

It must be recognised that ‘rapidly’ is a relative 
term ; a delay of two to three days is frequent, and in a 
number of instances laboratory tests may still leave the 
diagnosis in doubt. A real suspicion of smallpox must 
be treated as administrative smallpox, and in my 
opinion no specimen should ever be sent to a laboratory 
without the full knowledge of the local medical! officer 
of health who is responsible for taking any action he 
considers necessary. Suspected smallpox must be treated 
as smallpox as far as vaccination of close contacts is 
concerned. At least one avoidable tragedy occurred 
in the recent outbreak in Yorkshire and Lancashire 
due to waiting for the laboratory report, a matter of 
three days, before the vaccination of known close contacts 
of a suspected case. 

Grateful as we are to the virologists for their work 
in this field and the inestimable value of tests properly 


‘ ’ 
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applied, we are already falling into the dangerous practice 
of dividing cases into ‘‘ suspected ’’ and ‘* confirmed ”’ 
and regarding the laboratory as the only method of 
confirmation. We must avoid in smallpox something 
similar to the ‘throat swab”’ which has 
occurred in the diagnosis of diphtheria, where the 
practitioner would ignore even a ‘“ bull neck” while 
he waited to obtain a positive swab. 


obsession 


Department of Preventive Medicine and 
Public Health, University of Leeds. 


C. W. Drxon. 
POLIOMYELITIS : WELSH REGIONAL BOARD 
AND MINISTRY OF HEALTH 
Srr,—We have read with some dismay a document 
just circulated by the Welsh Regional Hospital Board to 
every consultant, asking them to ensure “ that the arrange- 
ments for the admission and treatment of cases of 
poliomyelitis in their regions are up-to-date and eflicient,”’ 
and reporting a meeting several weeks ago of thirty-five 
physicians, otolaryngologists, and anesthetists, together 
with representatives of the Welsh Board of Health, the 
Regional Hospital Board, and a ‘number of codpted 
members, which recommended that teams should be 
set up throughout Wales for the treatment of acute 
poliomyelitis comprising: a physician, E.N.T. surgeon 

anesthetist, neurologist, and physiotherapist. 

Throughout the whole of this lengthy document and 
its attached memoranda and reports, and throughout 
the whole of its recommendations, there-is never one 
single mention of the orthopzdic surgeon, who of course 
has the responsibility of looking after these patients for 
the rest of their lives and cannot do it well unless he 
starts from the beginning. 

No orthopedic surgeon was invited to attend the 
conference. There was no proposal to include an 
orthopedic surgeon in any of the teams—only a physio- 
therapist who, bless her heart, would not get far among 
the otolaryngologists and anesthetists who are to treat 
poliomyelitis. No view was sought from any orthopedic 
surgeon—there was only a report from Dr. Ritchie 
Russell’s medical registrar. 

Orthopedic surgeons, who are necessarily tolerant, have 
applauded the recent enthusiasm of some physicians 
and neurologists in the manag&ment of poliomyelitis, 
especially since the recent epidemic in Denmark which 
showed so high an incidence of bulbar palsy (though, 
let it be noted, a high incidence also of limb paralysis), 
even when recent observations and writings have some- 
times tended to suggest that only physicians or neuro- 
logists are really capable of treating acute poliomyelitis. 

But when enthusiasm becomes so fanatical that every 
consultant in one region of the Ministry of Health, and 
indeed in the whole of one country—Wales—is advised 
that no orthopedic surgeon need be consulted on the 
advisory committee, or appointed to any of the special 
teams, and that a physiotherapist will suffice to aid the 
neurologists, otolaryngologists, and anesthetists in the 
treatment of poliomyelitis, it is time to remind our- 
selves that when this was last done—ten or twenty 
years ago—-we had great disasters and many horrible 
deformities which could have been prevented but were 
relieved only after years of surgical treatment. 

The British Orthopedic Association recognises at 
once the vital and imperative part that physicians, 
neurologists, and other specialists must play in the 
treatment of poliomyelitis in its acute stage. It knows, 
too, that the life-long treatment of patients with residual 
paralysis succeeds best when orthopedic management 
starts early. It asks only—and not for reasons of 
courtesy but only in the interests of good preventive 
treatment—that consultation and collaboration should 
begin from the beginning. 

REGINALD WATSON-JONES 


President, 
British Orthopedic Association 


45, Lincoln’s Inn Fields, 
London, W.C.2. 
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PAIN IN CHRONIC GASTRIC ULCER 


Str,—I would be glad to clarify some of the points 
raised by Professor Pickering in his letter of Sept. 19. 


(1) He rightly states that I have postulated physical 
and chemical factors in inflammatory pain. He accepts 
the chemical but, for two reasons, rejects the physical. 
In my view, these factors, artificially separated for 
analysis, are in reality inseparable. They are inter- 
related, and react one upon the other. Thus, a more 
efficient and less congested circulation in the painful 
area involves not only an increase in velocity and volume 
of flow, and a decrease in pressure, but also a more 
rapid clearing from the interstitial fluids of the irritating 
products of inflammation. And vice versa, the chemical 
factors influence the physical—for example, by damaging 
capillary endothelium 


(2) His first reason for rejecting tissue tension as ¢ 
pain-factor is as follows. ‘‘ I should hesitate to base ¢ 
general principle on one experiment in one subject.” 
But the evidence that tissue tension is a pain factor is 
based upon a multitude of experiments in a multitude of 
subjects. They include patients with painful inflam- 
matory diseases in whom digital pressure, and dependency 
and elevation of the part influence the pain; patients 
who are given injections, by dentists and by medical 
practitioners, of therapeutic and local anesthetic agents, 
and who note an initial pain caused by the prick of the 
needle, and a second more severe pain which accompanies 
the injection of the fluid, and which is more marked if 
the tissue is inflamed, or structurally less distensible. 
They include patients whose pain is relieved by incision 
of an abscess, or by trephining the nail over a haematoma, 
or the removal of a dental filling over an inflamed pulp. 
The experiments include every systolic throb of every 
throbbing pain. 


a 


~ 


(3) His second reason for rejecting tissue tension as a 
pain factor is that the quantity of tissue tension has not 
been measured. But, even in the absence of direct 
measurements, we can recognise changes. For example, 
that increased function causes increased blood-flow, 
even though we have no exact measurement of the 
increase in function; that lightning causes thunder, 
even though we have no measurement of the electrical 
discharge. Although I know of no technique whereby 
tissue tension can be directly and exactly measured, 
it bears a direct relation to the height of the part relative 
to heart level. And this can be measured and expressed 
in inches as a column of blood. This relative height 
bears a relationship to rate of healing, as well as to pain. 
Alterations in tissue tension are reflected also by the 
hardening and softening of the parts, and these can be 
appreciated by the clinical scientist, even in the absence 
of the instrumental methods of physical science. 





(4) He doubts whether compression of nerve-fibres 
is the actual mechanism whereby a pricking or crushing 
injury causes pain. But the mechanism of the initial 
pain of pricking or crushing, and the doubts about it, are 
not relevant to the subject under discussion, which is 
pain due to inflammation. 


(5) He asks, ‘* But what events in the stomach and 
duodenum determine this almost predictable variation 
in tissue tension?’ I have described these events 
elsewhere at some length, with diagrams and mathe- 
matical proof; but the idea is complex, and I fear that 
| have failed to express it adequately and clearly. The 
“almost predictable variation in tissue tension’’ is 
brought about (a) by the variations in pressure and flow 
of blood, which accompany the change from the resting 
to the active state, and then from the full to the empty- 
ing state, and (b) by variations in the postural tone or 
shape of the gastric walls. These hemodynamic and 
postural changes are themselves brought about by the 
ingestion of food, its digestion and evacuation. But 
these changes are unequally distributed between the 
indurated ulcer mass and the more normal gastric wall, 
so that the principle of the Y-tube and other hamo- 
dynamic factors are brought into play, and influence, 
not only the local circulation of blood, but also the 
physical and chemical state of the interstitial fluids, 
and these influence pain. 
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(6) He parts company with me here, because he finds 
that the matter is complex, and the evidence is 
‘nebulous,’ or, as | would put it, incomplete. In his 
next paragraph he describes the ** acid ’’ hypothesis, and 
shows that the matter is complex, and the evidence 
incomplete. If then, a choice is to be made between the 
‘inflammatory ” and * acid’? hypotheses, in each of 
which the matter is complex and the evidence incomplete, 
I would select the *‘ inflammatory,’’ because the inflam- 
mation is always present in adequate amounts, unlike 
the acid; and the inflammation has been shown to 
fluctuate directly with the pain periods, whereas the 
acid has been shown not to fluctuate directly with 
the pain periods, although it frequently fluctuates in the 
reverse manner, thus disproving the acid theory. As 
Knud Faber! and many others have pointed out, the 
acidity of the gastric contents becomes higher as the 
pain becomes less. 

Finally, I would like to say that I appreciate the 
data on gastric function collected by Professor Pickering 
and the worth and thoroughness of his observations, 
even though I differ from him in their interpretation 
in regard to pain. 

Sydney. V. J. KINSELLA. 


PERIODIC MEDICAL OVERHAUL 


Sir,—The point of view expressed by Sir Adolphe 
Abrahams (Sept. 26) seems to me to be based on an 
incomplete conception of the purpose of periodic medical 
overhauls, and I find his arguments unconvincing. 

He considers, rightly, that the first function of periodic 
examination is the detection of early disease, but is 
surprised that it did not reveal two cases of very rapidly 
progressive malignant disease and that in a third case 
where it revealed multiple myelomatosis this could not 
be cured. There is a stage in every disease before which 
diagnosis is impossible, and he might as well have cited 
a case of smallpox appearing only a day or two after such 
an examination. Likewise, there are still many diseases 
that cannot be cured however early they are detected. 
But there are many other diseases that are silent in their 
onset yet nevertheless can be diagnosed, and many of 
them will benefit greatly if dealt with at that stage rather 
than left until proclaimed by symptoms. 

Secondly, Sir Adolphe thinks that examination may 
form a basis for health education but doubts if the 
doctor is the best person to give it. In this respect it is 
personal individual health education, and who but the 
doctor can give it ? 

The purpose of the periodic medical overhaul can be 
considered under these two headings of detection of early 
disease and health education, but I see it from quite a 
different angle. Many diseases produce few if any 
symptoms in their early stages ; or the symptoms may 
be wrongly attributed by the patient to age, fatigue, 
indigestion, overwork, under-exercise, or similar causes. 
One might cite diabetes, hypertension, obesity, tubercu- 
losis, myxcedema—in fact go through any textbook of 
medicine and see how many descriptions of diseases start 
with ‘* onset insidious.’”” How many patients attribute 
early symptoms of malignant disease to piles or indigestion 
or bronchitis, because they are not encouraged to see the 
doctor early? How many women think backache is 
normal or suffer continual fatigue without knowing it is 
because of anemia from constant menorrhagia? Flat 
feet, varicose veins, corns, and a hundred and one minor 
defects go untreated because they have been taken for 
granted for so many years. A person’s real standard of 
fitness cannot be assessed accurately by how he thinks 
he feels. 

From the point of view of health education, periodic 
examinations present a powerful weapon hardly as yet 
used. Preventive medicine must go further than making 
an environment perfect for the average man. People 


1. Knud Faber, K. Gastritis and Its Consequences. Oxford, 1935. 
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vary widely, and what suits one may kill another. One 
very important function of periodic examinations is to 
help the individual to adjust himself to his environment 
and in a ftw cases to adjust the environment to the man. 
Again, bad habits of living such as over-eating, over- 
drinking, a bad mental approach to trouble, domestic 
discord, wearing unsuitable clothing, lack of hobbies, and 
many other matters can undermine health; and the 
guidance of a doctor can help to prevent the development 
of disease attributable to these causes. 

It is, of course, wrong, as Sir Adolphe says, to place the 
emphasis on the possibility of disease instead of on 
health-mindedness, but a correctly conducted examina- 
tion should place the emphasis on health and should do 
much to reassure the patient. 

Reigate, Surrey. ERNEST H. CapPeEt. 


DOSAGE OF ANAZSTHETICS 

Sir,—In his letter last week (p. 733) Dr. Galley 
appears surprised at having achieved anesthesia for a 
panhysterectomy using only 8 ml. of 1 in 1500 solution 
of ‘ Nupercaine.’ He further states: ‘‘I feel quite 
sure that few anesthetists would stake money on achiev- 
ing analgesia to this height with such small doses given 
to an average patient in the British Isles.’ 

I would respectfully remind Dr. Galley that should he 
use the technique of spinal analgesia described by 
Mr. N. C. Lake,! he could obtain anesthesia for upper 
abdominal surgery with only 9 ml. of ‘ Light Nupercaine ’ 
solution for average-sized patients. As regards mid- 
spinal analgesia, 5-7 ml., administered by a similar 
technique, gives anesthesia up to the umbilicus. 

Finally, where spinal anzsthesia is the method of 
choice, I use and recommend Lake’s technique for high 
and mid spinal analgesia whenever possible. 

Wembley Park, Middlesex. LovuIs CLEMENT. 
ACROPARASTHESLZ IN THE CARPAL-TUNNEL 

SYNDROME 


Srr,—Dr. Kremer and his colleagues in their admirable 
article (Sept. 19) have amply confirmed Dr. M. J. 
MecArdle’s view that the main cause of the syndrome of 
acroparesthesiz is compression of the median nerve in 
the carpal tunnel. Thus the controversial issue as to 
whether the condition was primarily vascular or neural 
is neatly settled by incriminating a pressure ischemia 
of the nerve. 

That carpal-tunnel narrowing is net the complete 
explanation is accepted by the Middlesex Hospital 
workers, for they state that in many cases the tunnel 
will allow the passage of a raspatory. Further, not all 
sases Of Russell Brain’s syndrome suffer from the typical 
nocturnal attacks which characterise acroparzsthesiz. 

Excessive work with the hands, except in those cases 
with an anatomical abnormality at the wrist, appears 
to be an invariable xtiological factor. There remain, 
however, features which still require explanation—in 
particular, the age and sex distribution, which is so 
striking. Dr. Kremer suggests that water retention may 
be a factor in precipitating the condition in pregnancy 
and lactation. 

I have been impressed that endocrinological disturbance 
usually played a part in this syndrome and have sought to 
explain this by fluid retention due to endoerine imbalance. 
It is interesting how frequently slight ankle edema at 
night, swelling of the fingers on waking, and slight 
effusions into the synovial spaces occur in pregnant and 
menopausal women who suffer from this syndrome. 
Complete relief from the nocturnal attacks can frequently 
be obtained by treatment with salt restriction, ammonium 
chloride, and mersalyl. The fact that the acropares- 
thesia syndrome is not a symptom of the common 





1. Lancet, 1938, ii, 241. 
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cedematous states of cardiac and renal disease would 
appear to dispose of this hypothesis. These conditions, 
however, impose physical limitations which prevent the 
overwork that seems essential in the causation of the 
syndrome. Fluid retention associated with endocrine 
imbalance may be the missing link in the pathogenesis 
of this interesting condition. 

Newmarket General Hospital. R. ARDEN JONEs. 

EXERCISE TESTS DURING HEXAMETHONIUM 
TREATMENT 

Srr,—Dr. Ronnov-Jessen in his interesting article 
last week drew attention to an unusual effect of exercise 
on the blood-pressure of patients under the influence 
of hexamethonium. Using this drug for the treatment 
of hypertension, we also have found patients in whom the 
blood-pressure falls on exercise. One of us (P. B.S. F.) 
described this effect in a paper read to the British Cardiac 
Society in May of this year, and a more detailed investiga- 
tion on the variations of blood-pressure during exercise 
and their control by hexamethonium is in the press. 

In our patients who showed a fall in blood-pressure 
on exercise, symptoms due to postural hypotension did 
not occur on walking if they were not present when 
the patients were standing still. These patients were 
unusual in that they could not ‘‘ walk off their faintness,”’ 
but their symptoms of hypotension were quickly relieved 
by lying down. 

, ; P. B.S. FowLer 

Charing Cross Hospital, - 

London, W.C.2. A. GUZ. 


TUBERCULOSIS 

Srr,—Professor Francis (Sept. 26) justly takes me to 
task for assuming that the tubercle bacillus is ubiquitous 
and that tuberculosis cannot be conquered by physical 
eradication of the organism itself. He points to the 
success of the campaign to eradicate tuberculosis in 
cattle. 

I am convinced. I agree that if we followed the same 
policy as in the case of cattle we could in time eradicate 
the tubercle bacillus from humans. This would mean 
that we would slaughter all human infective cases, 
segregate in sanatoria and concentration camps, &c., the 
30-odd million of reactors, and isolate for six months 
all persons coming into this country by sea or air, sub- 
mitting them to intradermal tuberculin tests and 
sending home or slaughtering the positive reactors. 
Professor Francis, I feel, however, would agree with me 
that such 4 policy would not be without its difficulties. 

I agree with him most heartily when he implies that 
the campaign for the eradication of bovine tuberculosis 
in this country is proceeding so slowly that the great 
majority of people do not realise that anything is happen- 
ing. This is only too true. He is mistaken, however, 
when he includes me amongst this great majority. In 
actual fact the knowledge has impinged upon my con- 
sciousness and I have referred to it in some detail 
elsewhere. This campaign for tubercle-free herds, 
dynastic rather than dynamic, has already meandered 
through four reigns, and at the present rate of progress 
will take another thirty-four years. In view of the fact 
that the United States succeeded in abolishing bovine 
tuberculosis in ‘a period of twenty-three years and 
Denmark in sixteen years, one can only compare the 
pace of the British campaign to that of an elderly snail 
with arthrodesed joints. This excessively slow pace 
continues in spite of the brilliant work, enthusiasm, and 
energy of the veterinary profession, to whom the delay 
must be as exasperating as it is to public-health doctors. 

Professor Francis accuses us of complacency because 
we accept the ubiquity of the tubercle bacillus in humans, 
and points to the results of chemotherapy and B.c.G. 
vaccination ; but is he not confusing the eradication of 
tuberculosis with the eradication of the tubercle bacillus ? 
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Many of the most eminent chest physicians in this 
country have recently expressed great uneasiness with 
regard to the results of treatment by the new antibiotics, 
and very many of them believe that the result of modern 
chemotherapy is to achieve a partial cure of the patient 
while failing in many cases to render him non-infective. 
The seriousness of such a state of affairs cannot be 
exaggerated. 

As regards B.C.G. vaccination, surely Professor Francis 
would not seriously contend that it is a method of 
eradicating the tubercle bacillus! The persons to whom 
B.C.G. vaccination is given do not harbour any tubercle 
bacilli ; on the contrary B.c.G. vaccination actually injects 
these organisms into their bodies in a living condition and 
therefore increases the incidence of the bacilli in the 
community. 

Professor Francis begins his letter to you, Sir, by 
disputing that good housing and a good standard of living 
would eradicate the disease ; but a couple of columns of 
his own letter have converted him somewhat, for he ends 
by admitting that “ the rational application of hygienic 
methods will lead to the eventual eradication of tubercle 
bacilli from large sections of the population.’’? Quite so ! 

Smethwick. HuGu PAuvt. 

Sir,—With diffidence I differ from Professor Francis. 
Undoubtedly the principle of eliminating all infectious— 
and all potentially infectious—animals from the herd 
has proved 100% successful in eradicating bovine 
tuberculosis. I would, however, underline Professor 
Francis’s admission that “ cattle can obviously be handled 
much more easily than men.’’ Furthermore, though 
clinically and pathologically ‘“‘ tuberculosis in cattle 
resembles tuberculosis in man as closely as any other 
two diseases,’ it is questionable whether, from the 
epidemiological point of view, tuberculosis in cattle is 
equally comparable to the ‘‘ white plague’ in man. All 
the evidence suggests that, in all civilised communities 
in which it has been epidemic for centuries, tuberculosis 

-not unlike syphilis—is gradually changing in character. 
Generally speaking, it is no longer the deadly disease it 
used to be 50 or even 20 years ago. I believe it is generally 
accepted that whenever tubercle bacilli invade ‘ virgin 
soil,’ the ravages of the disease are infinitely greater 
than in a population which, as a whole, has over many 
generations acquired a high level of immunity, and 
where in the course of time more and more of the most 
susceptible and defenceless strains have died out. This 
slow, but steady process of relative immunisation—always 
interfered with by major and prolonged disasters such as 
war—is -essentially bound up with the ubiquity of the 
tubercle bacillus and has been bought at a high price. 
But whereas in 1947 the death-rate in this country was 
still over 50 per 100,000, it has since then sharply dropped 
to less than half that figure. I do not know how far 
we may regard ourselves as responsible for this statistical 
trend, which is not matched by a similar reduction of 
the incidence-rate. We can hardly tell how far better 
housing, improved food and living standards, our 
advanced methods of earlier diagnosis and more effective 
treatment, or epidemiological factors (such as the survival 
of the fittest after the elimination of the unfittest) or 
psychological and other factors not yet clearly recognised, 
have played, and are still playing, a part in this startling 
process. 

But so far as our efforts to control the spread and the 
course of tuberculosis is concerned, this is a different 
proposition from trying to banish from our shores a 
virtually ubiquitous and mostly quite harmless germ. 
May I repeat a warning which Professor Selter of 
Konigsberg sounded many years ago? He predicted 
that if it were possible to eradicate the tubercle bacillus 
from our population, we should sooner or later have to 
face the consequences of breeding a race completely 
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defenceless against this infection. If Robert Koch’s ideal 
could be fulfilled a time might come when the white 
population of Europe and America would be as easy a 
prey to the onslaught of tubercle bacilli a8 are the 
Eskimoes or the Negroes of Africa. 

Meanwhile the life-long isolation of all infectious 
sufferers and possible carriers (even if we knew them 
all) is not a practical proposition, and we must be content 
with such “ rational applications of hygienic methods,” 
combined with suitable propaganda, as the means and 
personnel at our disposal allow. Nor is Ehrlich’s therapia 
magna sterilisans in sight. So it does not look as if any 
known rational method of prevention will in any foresee- 
able future ‘lead to the eventual eradication of 
tubercle bacilli from large sections of the population.”’ 

Dubos and Dubos, in their excellent book quoted by 
Professor Francis, say : 

‘Tt is certain that the disease will not be eradicated by 
vaccination, and it is likely that tuberculosis will remain 
a grave problem even in unvaccinated populations if 
economic difficulties and social disturbances continue to 
interfere with general well-being. But if peace returns and 
hope flourishes again in the hearts of men, tuberculosis 
will recede as it has always done, spontaneously (!), when 
life has become easier and happier. And then it will make 
little difference whether vaccination, or merely better food, 
brighter lodgings, cleaner environment and gladness of 
heart have been responsible for the control of tuberculosis.”’ 


Holywood Hall Hospital, 


Walsingham, co. Durham. E. G. W. Horrs?aEDt. 


PREMENSTRUAL TENSION 

Sir,—Mr. Albert Davis (Sept. 26) is right. Premenstrual 
tension (or, as Dr. Dalton and I preferred to call it in the 
paper you were kind enough to notice, the premenstrual 
syndrome) is not uncommon, 30% to 40% of women have 
it in a mild form. In our paper we dealt only with severe 
sases, but with no special effort Dr. Dalton was able to 
collect 52 cases out of a panel of 5000 patients. Undoubt- 
edly many more could be found by an _ intensive 
search. 

But I cannot agree with Mr. Davis about progesterone. 
Has he tried it in adequate dosage ? Very few patients 
are relieved by a dose smaller than 10 mg. a day for twelve 
days in each menstrual cycle, but if doses of this order 
are administered 90° are relieved. I have found this 
not only in the relatively small series which Dr. Dalton 
and I described, but in a much larger series of earlier 
sases Omitted because my records were insufficiently 
detailed, and later cases treated since the paper was 
finished. On the contrary, ethisterone, even in a dosage 
of 50 mg. a day, relieves only 65%. The wording of 
Mr. Davis’s second paragraph (in which he says that only 
about half the patients are relieved by progesterone) 
makes me wonder whether he ‘‘ lumped together’ the 
results of the two treatments. 

In an experience of some hundreds of patients treated 
with ethisterone, I can only remember one who suffered 
from nausea. One is bound to agree that the occasional 
disruption of menstrual irregularity is tiresome. However, 
this rarely occurs when the treatment is by intramuscular 
progesterone or oral ethisterone. It is a real objection 
to treatment by progesterone implants, convenient though 
these are in many respects. 

As we said in our paper, androgenic treatment is often 
successful, but in doses small enough to be safe from 
virilising effects it is less often successful than progester- 
one, and it has no advantages. I have not yet treated 
enough patients with methylandrostenediol to compare 
its effects with those of progesterone or methyl testos- 
terone, but I suspect that they will be equal to those of 
the latter and therefore inferior, except in very large and 
expensive doses, to those of the former. It seems, too, 
slightly more reasonable to treat patients with a hormone 
natural to their sex, especially if, as both Mr. Davis and 
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I suspect, the cause of the bother is a relative deficiency 
of progesterone. Dr. Joan Malleson, in her interesting 
paper published in your issue of July 15, is also of the 
opinion that the premenstrual syndrome is due to an 
imbalance between the two ovarian hormones. Like 
Mr. Davis and myself, she has had success with both 
ethisterone and testosterone, though her dosage of the 
former was very low and of the latter perhaps somewhat 
high. In some cases she has had success by using an 
estrogen in the immediately post-menstrual fortnight, 
an Observation difficult to explain on the hypothesis 
which we have advanced. 

London, W.1. RAYMOND GREENE. 


PREVENTION OF POLIOMYELITIS 


Sir,—It has been pointed out to me that in 1939 
Burnet and Lush?! found in Melbourne that there was 
no relation between susceptibility to clinical poliomyelitis 
and absence of antibody to herpes simplex, although 
in 1932 Weyer? had found in New York that there was 
such a relation. In view of the well-known local vari- 
ability of viruses there is a case for reinvestigation ; 
and I still feel that, as suggested in my letter last week, 
a natural-history survey of the virus diseases of poliomye- 
litis patients would be well worth while. 


Beckley, Rye, Sussex. C. G. LEaRoyp. 


TUBERCULOUS MENINGITIS 
Sir,—The article last week by Dr. Anderson and his 
colleagues and your leader prompt me to send a brief 
record of the following case. 


A girl, aged | year 9 months, was admitted on June 11, 
1949, with synaptoms and signs of meningitis. Findings in the 
cerebrospinal fluid (c.s.F.) confirmed the diagnosis: tubercle 
bacilli were found on direct smear and by Léwenstein culture. 

The patient was treated with streptomycin (50 mg. intra- 
thecally daily for five weeks followed by the same dose on 
alternate days for three weeks). Intramuscular streptomycin 
500 mg. daily was also given for four months 

The patient was discharged on Dec. 30, 1949. The last 
specimen of C.s.F. contained 45 mg. protein per 100 ml., 
white blood-cells 40 per c.mm., and red blood-cells 543 per 
c.mm. For a year she attended the outpatient department, 
and her condition was very good. 

On Oct. 19, 1951, almost two years later, she was readmitted 
with symptoms and signs of meningitis. It was then learned 
that she had been living with her grandmother, who had open 
pulmonary tuberculosis. c.s.F. contained 105 mg. protein 
per 100 ml., 22 mg. sugar per 100 ml., 674 mg. chlorides per 
100 ml., and 42 cells per c.mm.; no tubercle bacilli were 
seen or cultured. Streptomycin (intramuscularly, daily for three 
months and intrathecally on alternate days for eight weeks) 
and p-aminosalicylic acid were given. 

The patient was allowed to go home on March 3, 1952, after 
her temperature and general condition had been normal for 
over a month. C.8.F. on Feb. 25, 1952, contained 85 mg. 
protein per 100 ml. and’ 13 cells per c.mm. 

She remained well for two months and then symptoms 
recurred. On readmission her c.s.F. showed signs of active 
disease, and tubercle bacilli were grown on Léwenstein medium. 
[soniazid 100 mg. twice daily (and no other drug) was given by 
mouth until January, 1953 (incidentally, with no side-effects). 
The c.s.F. had almost returned to normal by Sept. 25, 1952 
(protein 50, sugar 50, cells 5). During the next three months 
the c.s.F. became normal (protein 40, sugar 57, cells 4). She 
has attended the outpatient department since January this 
year, and when seen in August she was very well. 


The following points are worth noting: (a) recurrence 
after nearly two years; (b) effectiveness of isoniazid ; 
and (c) absence of side-effects after prolonged treatment 
with 200 mg. of this drug daily. It would be interesting 
to know more about the mechanism of the recurrence 
(reactivation of submeningeal foci or reinfection). 

St. Alfege’s Hospital, 


London, 8.E.10. E. T. BASSADONE. 





1. Burnet, F. M., Lush, D. Lancet, 1939, i, 629. 
2. Weyer, E. R. Proc. Soc. erp. Biol., N.Y. 1932, 30, 309. 
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PYREXIA IN THE PUERPERIUM 


Sir,—I should like to offer the following comments on 
the instructive and timely paper by Dr. Calman and 
Dr. Gibson (Sept. 26). 

The change in the definition of puerperal pyrexia as 
from Aug. 1, 1951 (made, no doubt, in all good faith to 
facilitate prompt isolation, investigation, and treatment 
of all infectious cases), had the immediate effect of 
trebling the number of cases notified each week in 
England and Wales. Our experience suggests that this 
increase is made up almost entirely of cases of urinary- 
tract infection, early mastitis (for the most part, simple 
engorgement of the breasts), respiratory infections, and 
transient reactionary pyrexias which would not have 
fulfilled the requirement contained in the old definition 
which demanded that the temperature of 100-4°F should 
be ‘‘ maintained for 24 hours, or recur during that 
period.’’ I cannot think that an arbitrary level of pyrexia 
can ever provide a satisfactory basis for notification ; 
for example, in postabortum cases it is not uncommon 
to encounter low-grade infections, or even, on occasion, 
severe infections with spreading peritonitis, attributable 
to Bacterium coli and/or Clostridium welchii, in which the 
temperature, however prolonged, never reaches the level 
of 100°F. If the aim of notification is to ensure prompt 
isolation, investigation; and therapy, is it any more 
necessary to define what is meant by puerperal pyrexia 
than to define what is meant by food-poisoning or 
measles ? A common-sense deduction based on numerous 
factors in history and clinical findings is the final arbiter 
in either case. If the aim of notification, on the other 
hand, is to detect cases of true genital-tract infection, 
then the sooner the present system is abandoned the 
better. 

The bacteriological findings in the 141 cases of genital- 
tract infection analysed by Calman and Gibson are 
remarkable not so much for the complete absence of 
hemolytic streptococci of Lancefield group A as for 
the high incidence of anaerobic streptococci. Routine 
anaerobic cultivation of all cervical swabs (I would 
emphasise the inadequacy of high vaginal swabs in 
seeking the true pathogen) ang blood-cultures was 
instituted in the puerperal sepsis unit of this hospital 
by Prof. Robert Cruickshank late in 1936. Since that 
time the average yearly incidence of anaerobic (both 
sporing and non-sporing) organisms in postpartum 
puerperal sepsis has been 14:2% and the highest in any 
individual year 23:8%. On the other hand, in post- 
abortum puerperal sepsis the average yearly incidence 
of anaerobic organisms has been 35-4% and the highest 
in any individual year 57%. 

Our experience has suggested that organisms found on 
cervical culture in cases of genital-tract infection can 
conveniently be divided into three groups: 

(1) Those whose presence indicates active infection irrespec- 
tive of the clinical findings. Hemolytic streptococci of Lance- 
field group A are the chief example, but our experience with 
coagulase-producing staphylococci would demand __ their 
inclusion as well. 

(2) Those which, though frequently harmless saprophytes, 
are always potential pathogens, requiring only suitable 
conditions for proliferation—e.g., traumatised tissue and 
necrotic retained products of conception. Hemolytic strepto- 
cocci of Lancefield groups other than A, Bact, coli, enterococci, 
and all anaerobic organisms are of this type. 

(3) Those organisms which are never pathogenic. Coagulase- 
negative staphylococci and diphtheroids are the chief 
examples, ande their finding is tantamount to a negative 
culture. 


The present regrettable tendency to treat infections 
with antibiotics without carrying out the essential 
investigations is responsible for the large number of 
cases in which a satisfactory explanation of pyrexia is 





784 THE LANCET] 


never Obtained. The increase in the number of available 
drugs and the rapidity with which organisms acquire 
resistance make it a matter of paramount importance 
that the infecting organism be identified, and its sensi- 
tivity reactions ascertained, if rational therapy is to be 
the rule. 

I notice that.Calman and Gibson do not refer to the 
chapter on puerperal infections in Modern Trends in 
Obstetrics and Gynecology. This is probably the most 
comprehensive review of the subject in modern literature, 
and I think they might have found some useful informa- 
tion there. 


Royal Free Hospital, 
North Western Branch, 


London, N.W.3. A. MELvin RAMSAY. 


Sir,—I have read with interest the article by Dr. 
Calman and Dr. Gibson but was surprised that no 
mention was made of a small gram-negative cocco- 
bacillus which I have found fairly frequently in vaginal 
swabs from both pathological and normal cases. Of the 
last 200 cultures from vaginal swabs taken at random, 
these organisms have grown in 20 instances (10%) ; 
most of these were from cases of puerperal pyrexia but 
some came from normal controls or cases of vaginal 
discharge in non-pregnant women. 

These organisms are best seen on the blood-agar 
plates, after 48 hours’ anaerobic culture, as minute 
pinpoint colonies resembling those of Hamophilus 
influenze. With a hand lens they can usually be found 
also on the aerobic blood-agar plate. They can be 
subcultured from the original anaerobic plate, and will 
grow aerobically on blood-agar, chocolate-agar, or serum- 
agar but not on plain nutrient agar. The growth under 
anaerobic conditions is, however, always the more 
profuse. Dr. J. Bamforth, investigating these organisms 
some years ago, found they grew well on Dorset’s egg 
medium. It is doubtful whether they are pathogenic, 
and as far as I am aware no-one has yet given them a 
name, though their obvious preference for anaerobic 
conditions has suggested that they are related to the 
fusiformis (necrophorus) group, and the name ‘ pseudo- 
necrophorus ’’ has been used ; but they would seem to 
me to be more suitably placed in the parahzemophilus 
group. 

I would be most interested to know how often Dr. 
Calman and Dr. Gibson found tbese organisms during 
their recent investigations, and what conclusions they 
reached about their origin and significance. 


Department of Pathology, 7 ts FB ak 
Pembury Hospital, Kent, W. M. R. HENDERSON. 


SURGICAL TREATMENT OF VARICOSE VEINS 

Sir,—Various views have been expressed in your 
columns regarding the stripping of varices ; and I entirely 
agree with Mr. Lang Stevenson (July 25), who states 
that this procedure will become the standard surgical 
treatment of the future. In most cases the entire 
saphenous vein can be removed through two small 
incisions in groin and ankle without any hemorrhage. 
Unlike Dr. Leighton (Oct. 3), I prefer to remove the 
vein from below upwards, since this attenuates the 
branches joining the main trunk and minimises bleeding. 
The patients are able to walk within 24 hours and suffer 
far less discomfort than when sclerosants are used. 
With early exercise and a careful technique the risks of 
deep-vein thrombosis are negligible and end-results are 
highly satisfactory. ° 

The stripping operation, however, does not absolve 
the surgeon from performing a careful resection of all 
tributaries at the sapheno-femoral junction. He must 
also at a later date be prepared to remove or inject any 
branches which have been missed by stripping. 


PUBLIC HEALTH 
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A film which I made of this operation last year? 
demonstrates these points, and I am glad to see now 
that such wide support is being given to this procedure. 

Those of us who operate on many cases every week 
must join with me in deprecating the “ local ligation ”’ 
technique, which makes subsequent stripping not only 
difficult but often impossible. 


London, W.1. R. RowpDEN Foote. 


EPIDEMIC VOMITING 


Srr,—Interest in your annotation last week, together 
with the recent article by Watson,? prompts me to send 
this brief account. 

During the past three months there have occurred 
in this practice some half-dozen sporadic cases of the 
type described. They have been characterised by the 
very sudden onset of vomiting without prodromal ill 
health ; by the intensity of the vomiting, which lasted 
12-48 hours; and by the abrupt cessation with no 
other after-effect than mild prostration for a day or 
two. 

The following case appeared to belong to the same 
group, but had in addition definite signs of central 
nervous system involvement. 

The patient, a 47-year-old potter’s mould-maker, noticed 
some unsteadiness and a tendency to stumble on turning 
quickly to the left. This lasted for a week, and then, while 
at work, severe headache developed and he began to vomit. 
The vomiting continued with great severity for 48 hours 
and then ceased. The headache, which was especially 
severe over the left temporal region, lasted a few days longer. 
On the 2nd day of the vomiting he complained that his 
vision was blurred, and he was found to have complete right- 
sided hemianopia, with loss of pupil light réflex when the 
light was shone from the right. This lasted for 48 hours, 
and then he began to recover; recovery was complete at 
the end of a week. There were no other abnormal physical 
signs in the central nervous system. 


These cases have coincided with an epidemic of 
infective hepatitis in children, and the question of the 
identity of the infecting virus in the two conditions 
occurred to me. In none of these cases, however, was 
there jaundice or palpable liver or spleen, and the blood 
pictures were quite different. I have assumed therefore 
that the two conditions were separate entities. 


Kidsgrove, Staffordshire. D. G. FRENCH. 





1, See Lancet, 1953, i, 858. 
2. Watson, G. 1. Practitioner, 1953, 171, 302. 
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Infectious Diseases in England and Wales 


Week ended September 
Disease ~ 





5 12 19 26° 
Diphtheria 20 19 25 29 
Dysentery 205 204 202 263 
Encephalitis : 
Infective oe ~~ “ae i 4 2 3 5 
Post-infectious bia ite = 1 2 1 —_ 
Food-poisoning = . 7 256 244 280 274 
Measles, exeluding rubella -. | 802 603 608 492 
Meningococcal infection - ae 26 25 12 33 
Ophthalmia neonatorum ie ft 27 41 27 28 
Paratyphoid fever > “— ~ 11 11 8 13 
Pneumonia, primary or influenzal .. 183 169 206 245 
Poliomyelitis : 
Paralytic <a ‘ re ax 123 92 123 119 
Non-paralytic ate a a 101 81 104 | 99 
Puerperal pyrexia : ; 246 223 251 225 
Scarlet fever .. “’s oe ; 483 506 633 786 
Smallpox = a ‘ af - - - -_ 
Typhoid fever .. ‘ D ‘- 9 | 6 6 
Whooping-cough : rae : 4058 | 3712 3558 | 2771 





*Not including late returns. 
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Obituary 


RALPH HENRY CROWLEY 
M.D. Lond., F.R.C.P. 


Dr. Ralph Crowley, whose death we announced last 
week, was one of the small team who in the first quarter 
of this century planned and created our school health 
service ; and it was fortunate for the service that in 
these early years the post of senior medical officer at the 
Board of Education was occupied by someone with such 
a strong bias towards preventive medicine. 

Crowley was born in 1869, the son of the late Alfred 
Crowley. of Croydon. He was educated at Brighton 
Grammar School and 
St. Oliver’s Mount 
School, Scarborough, 
and he studied medicine 
at St. Bartholomew’s 
Hospital and in Berlin. 
After qualifying in 1893 
he held house-appoint- 
ments at Barts and at 
the Hospital for Sick 
Children, Great Ormond 
Street, before he joined 
the staff of the Bradford 
education authority as 
school medical officer. 
He was also appointed 
to the staff of the Brad- 
ford Royal. Infirmary. 
Meanwhile he had taken 
his M.D. in 1895 and his 
M.R.C.P. three years later. 

In 1909 he joined the 
staff of the Board of 
Education, about two 
years after the establishment of its medical branch. His 
colleagues were the late Sir George Newman, the 
late Dr. Alfred Eichholz, and Dr. (now Dame) Janet 
Campbell. Before the 1907 Education (Administrative 
Provisions) Act, which placed a duty on local education 
authorities to provide for the medical inspection of 
children at school, a few of the more important and 
progressive authorities, such as Bradford, had appointed 
school medical officers, but for most the idea of a medical 
service allied to the educational service was new. 
Crowley’s clinical experience and knowledge was invalu- 
able to his colleagues at. the board, for he was able 
to clothe the bones of administration, which in those 
early days was the main preoccupation of the medical 
branch, with living tissue. Sir George Newman was 
appointed chief medical officer of the Ministry of Health 
and Board of Education in 1919, and in 1925 Crowley 
became his senior medical officer in charge of the medical 
staff of the Board of Education. 

Always open to*new ideas, Crowley did much to 
stimulate investigation and research both by doctors in 
his own department and by school medical officers working 
in the field. Investigations into the eyesight of children, 
anthropometric standards, and the assessment of physical 
efficiency were some of the inquiries initiated by him and 
carried out by his own medical officers in collaboration 
with those of local education authorities. Of the many 
committees with which he was associated during his 
official career perhaps the most important was the 
Interdepartmental Committee on Mental Deficiency set 
up in 1924 by the Board of Control and the Board of 
Education. Dame Ellen Pinsent at the former board and 
Crowley at the latter were the chief sponsors of this 
committee and of the five years’ investigation it under- 
took. Crowley had been uneasy in his mind for years 
about the certification as ‘‘ mental defectives ’’ under the 
Education Act of 1914 of large numbers of children who 
were merely backward educationally. The committee 
did not need much suasion to recommend that this 
certification should be restricted to children whose mental 
condition or behaviour rendered them suitable to be 
dealt with under the Mental Deficiency Acts, but it was 
Crowley’s forceful advocacy that made doctors, teachers, 
and members of the general public realise the importance 
of this recommendation. He was also chairman of the 
Committee of Inquiry into Problems relating to Partially- 
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sighted Children, which issued its report shortly before 
his retirement in 1934. 

J. E. U., one of his colleagues at the Board of 
Education, writes : 

** His vitality and enthusiasm, tempered by a keen sense 
of what was practicable, made him an inspired adviser on 
the development of the school medical services and on the 
education and well-being of children handicapped by physical 
and mental disabilities. His sound educational philosophy 
enabled him to appreciate the interdependence of medical and 
educational issues, and assured him a sympathetic considera- 
tion of his views from his educational colleagues. Teachers felt 
encouraged and stimulated after his visit to a special school. 
Even backward authorities and obdurate directors of education 
were overcome by his transparent sincerity and persuasive 
power. He had an intense concern for the mental as well as 
the physical well-being of children. Child guidance and the 
psychological problems of the child suffering from mental ill 
health made a particular appeal to bim. In 1926 he visited 
the United States to learn at first hand what was being done 
there for the mental welfare of school-children. He returned 
deeply impressed with the ideals which lay behind the child- 
guidance service, and its great possibilities for good. He at 
once saw the medical-educational implications of this com- 
paratively new service and threw his accustomed energy and 
enthusiasm into stimulating local education authorities and 
voluntary bodies to establish new child-guidance clinics or to 
extend existing arrangements. He probably did more than 
anyone to encourage the inclusion of a child-guidance service 
in the educational programmes of this country. Those of us 
who worked with Crowley will remember him as an inspiring 
leader and a man imbued with the deepest sense of humanity 
and idealism.’ 


‘* Many, as I am,” writes E. O. L., ‘‘ are indebted to 
Crowley for opening their eyes to the importance and 
wide scope of social medicine. 

*“He maintained that the doctor cannot fulfil his more 
specific function of treating bodily diseases, if he is indifferent 
to the patient’s environmental conditions and his mental and 
moral welfare. Adopting this standpoint, it was not surprising 
that Crowley became one of the pioneers of the garden cities 
at Letchworth and Welwyn. He was a man dominated by a 
passion to serve his fellow men. He was a Quaker—tirst, last, 
and at all times, in all things, and in all circumstances. His 
was the most consistent personality I have known. There was 
no discrepancy between his ideals and his acts. He would 
have none of the casuistry of such maxims as ‘ the end justifies 
the means.’ Wittingly or unwittiggly he was a Kantian— 
‘ ought ’ implies * can,’ and if the end sought is right, Crowley 
maintained that it can and must be achieved by right means. 

‘* He was a man with infectious enthusiasm, and in this he 
remained almost boyish to the end. A stranger might receive 
the impression—a completely wrong one—that he was a man 
of impulse with evanescent emotions. He would not give 
rein to his enthusiasm until he had considered carefully and 
critically any cause he championed. He was a great lover of 
Nature, and when he was moved by some fine scenery his 
enthusiasm became ecstasy. One of my most treasured 
memories is a long fine summer evening we spent together in 
the gardens adjacent to the Portmeirion Hotel in North 
Wales. His knowledge of flowers, shrubs, and trees was 
encyclopedic ; but what made the deepest impression upon 
me was his delight, almost childlike in its spontaneity. It was 
fitting that Crowley, when he set aside the heavy responsi 
bilities of his post, should retire to his garden. It is hoped 
that he has left us some record of his reflections in this garden 
during the last fifteen years.” 


Dr. Crowley married, in 1902, Miss Muriel Priestman of 
Bradford, and there are two daughters of the marriage. 


THOMAS ARCHIBALD MALLOCH 
M.D. McGill, F.R.C.P. 

Archibald Malloch, librarian of the New York Academy 
of Medicine, will be remembered by many colleagues in 
this country who knew him during the years he spent in 
Oxford and London, as one of the editors of the annotated 
catalogue of Osler’s library. 

He was born in 1887 at Hamilton, Ontario, one of the 
three sons of Dr. A. E. Malloch, who was one of Lister’s 
house-surgeons at Glasgow and a life-long friend of 
Sir William Osler. Qualifying at McGill in 1913, he 
served with distinction at Depage’s Belgian war hospital 
and later at the No. 3 Canadian Hospital in France 
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during the first world war; he took the M.R.c.P. Lond. 
in 1919. 

His interests lay more in the scholarship than the 
practice of medicine, and his first essay in medical history, 
written at Osler’s instigation, was the delightful book 
Finch and Baines, a Seventeenth Century Friendship, 
beautifully produced by the Cambridge Press in 1917, 
while he was serving in France. His appointment in 
1925 as librarian of the New York Academy of Medicine 
was fortunate for himself and for the academy. He 
promoted the growth and activity of his department till 
it’ has become one of the largest and most up-to-date 
medical libraries in the world ; at the same time he made 
its great resources readily accessible to all serious workers. 
He took an active part in the affairs of the library 
profession, and did not neglect the historical studies 
which were so near his heart. His writings were not 
frequent, but they display his personal charm, while 
the famous rare-book collection at the New York academy 
owes much to his guidance. In 1930 he was elected to 
the fellowship of the Royal College of Physicians of 
London, and in 1939 he was appointed FitzPatrick 
lecturer. The outbreak of war and his own ill health 
prevented him from delivering the lectures, but they 
were published by the college in 1946. They are a learned 
and entertaining survey of Medical Interchange between 
the British Isles and America before 1801. 

He retired from his librarianship in 1949 after a 
coronary thrombosis. He died on Sept. 19 at White 
Plains, New York. 


HUGH HERCUS CAVENDISH FULLER 
M.D. Edin. 

Dr. H. H. Cavendish Fuller, chief medical officer to the 
Railway Executive, died at the age of 66 in St. Mary’s 
Hospital on Sept. 30. 

He was educated at Bishop’s Stortford College and at 
Edinburgh University, where he graduated M.B. in 1912. 
On the outbreak of war in 1914 he was attached to the 
Royal West Kent Regiment and he served in France with 
the rank of captain. In 1916 he was invalided home and 
later he was appointed officer-in-charge of the Princess 
Marie Louise Military Hospital at Bermondsey. 

On his return to civilian life in 1917 he became medical 
officer of Malvern College and later he also practised 
privately in Malvern. He was also honorary consulting 
surgeon to the Great Malvern Hospital and medical 
referee to the Ministry of Pensions for the Malvern area. 

In 1930 he became assistant medical officer to the 
Great Western Railway at its Paddington headquarters, 
and he was promoted to chief medical officer two years 
later. During the late war he was in medical charge of 
first-aid at Paddington, and he was also medical officer 
to the Great Western Railway zone, to the 38th battalion 
of the Home Guard, and to the Kensington Sea Cadets. 
He was vice-president of the Union Internationale des 
Services Médicaux des Chemins de Fer. Besides his 
railway work he held the appointment of medical officer 
to the Channel Islands Airways, chief clinical assistant 
at the National Hospital for Diseases of the Heart, and 
clinical assistant at the British Red Cross Clinic for 
Rheumatism, Peto Place. 

Cc. T. N, writes: ‘‘ Those who worked with Dr. Cavendish 
Fuller came to admire his kindness, tact, and honesty of 
purpose. By his services to railway medicine he has shown 
the way to many advances. During his long illness he showed 
fortitude and courage, and concern for the feelings of others. 
His loss will be deeply felt throughout the British Railways, 
the administrations of foreign railways, and his broad circle 
of friends.” 


During his life as general practitioner, school medical 
officer, and in industrial medicine, Cavendish Fuller 
made many contacts and crowds of friends outside his 
specialty. One of them, A. D. W., writes : 

‘“ Cavendish Fuller’s desire to solve problems in an amicable 
way sometimes gave the impression that he was timid ; but 
his solution was generally the best one possible and by quiet 
methods he generally secured his end. His good humour and 
his kindness of heart were unfailing, and no trouble and no 
distance would stop him from making a good-natured gesture 
to a friend in trouble. To the end he spared the feelings of 
those around him. No trace of querulousness or awkward 
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question revealed itself, so that one came to think that 
perhaps the seriousness of his illness had been concealed from 
him. The discovery of an entry in his diary many months 
before showed that it was he, and not his advisers, who was 
successfully playing a part.” 

Dr. Cavendish Fuller married Miss Janet Gibson in 
1917, and she survives him with one daughter. 


WINIFRED LINTON 
S.R.N., Hon. F.C.S.P. 

Miss Linton, head of the department for remedial 
exercises at the Brompton Hospital for Diseases of the 
Chest, died on Sept. 7. She was trained as a nurse at 
St. Bartholomew’s Hospital, and served with the Army 
in the Dardanelles in the first world war. After her return 
home she took up physiotherapy, and began her work at 
the Brompton Hospital, first with J. E. H. Roberts and 
later with Tudor Edwards. 

G. M. writes: ‘‘ Miss Linton was the most modest and self- 
regardless of women ; but she was a genius. If the disability 
of a patient were explained to her, she would devise exercises 
and postural procedures which would reduce the disability to 
& minimum, and she would gain the confidence and eager 
coéperation of patients of all ages and of every rank of society. 
She trained many other physiotherapists, and her pupils 
have become heads of departments in hospitals here and 
abroad. She was a woman of small stature and of no special 
distinction in appearance; but her zest and her complete 
devotion to the relief of her patient carried instant conviction 
and made her respected and beloved. She had a delicious 
sense of humour and she was a dear.” 
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BALLANTYNE, J. CHALMERS, F-.R.C.S., D.L.O.: asst. director (con- 
sultant), audiology unit, Royal National Throat, Nose, and 
Ear Hospital, London. 

Cairns, R. O., M.B. Edin., D.P.H.: medical superintendent for 
medical administration of Glasgow children’s hospitals, 

CARRICK, G. 8., M.B. Glasg., D.P.H. : M.O.H. and port M.o., Greenock. 

GILMouR, I. E. W., M.B. Edin., F.R.C.8.E.: asst. surgeon, Kirkcaldy 
General Hospital. 

PLews, W. R., L.R.C.P.E., D.P.H.: deputy M.O.H. and deputy port 
M.O., Greenock. 

ROBERTSON, D. E., M.B. St. And., F.R.C.S.E.: asst. orthopedic 
surgeon, Peel Hospital, Galashiels, Selkirkshire. 

Smitu, K. C. P., M.R.C.8., D.P.M.: part-time psychiatrist, child- 
guidance service, Gloucestershire County Council. 

TANNER, N. C., M.B. Brist., F.R.c.S.: part-time consultant surgeon, 
Charing Cross Hospital, London. 

Colonial Service : 

AtstTaD, K. S., M.D. Glasg., M.R.C.P.E., D.P.H.: physician- 
specialist, Federation of Malaya. 

Dos Santos, W. A., M.B. Camb., D.Bact.: pathologist, Grade A, 
Trinidad and Tobago. 

GRECH, J. F., M.D. : M.O., Nigeria. 

GRECH, PAUL, M.D. Malta: M.o., Tanganyika. 

JACKSON, J. H., M.B. Durh.: M.o., Tanganyika. 

a A. K., M.B. Calcutta, D.P.H., D.T.M. & H.: asst. M.O.H., 
Aden, 

PENKALA, H. J., M.B. St. And.: M.o., Somaliland Protectorate. 

PODLEWSKI, HENRYK, M.B. Polish School of Medicine: asst. 
M.O., Bahamas. 

STRISIVER, E. V., M.D. Berlin. F.R.C.8.E.: specialist, Sierra Leone. 

Appointed Factory Doctors: 

BALDWIN, J. T., M.B. Edin. : appointed factory doctor, Penicuik, 
Midlothian. 

SCHOFIELD, JOHN, M.D. Manc.: 
Fleetwood, Lancashire. 
YATES, NORA, M.B. Glasg.: appointed factory doctor, Glasgow 

South, Lanarkshire. 

South-Western Regional Hospital Board : 

ANYAEGBUNAM, P. A. O., M.B.N.U.1., D.L.O.: E.N.T. registrar, 
South Devon and East Cornwall Hospital, Plymouth. 

FREEMAN, A. C., M.A., M.D. Camb., M.R.c.P.: senior registrar in 
general medicine, Exeter clinical area. 

MALLICK, SUSHIL, B.SC., L.R.C.P.E., D.OBST. : registrar in obstetrics 
and gynecology, Gloucestershire Royal Hospital, Gloucester. 


Births, Marriages, and Deaths 


BIRTHS 


ANDERSON.—On Sept. 28, at Aylesbury, to Audrey, wife of Dr. 
J. L. Anderson—a daughter. 

REED.—On Sept. 27, to Ralph and Freda Reed (née Mackover), 
a at University College Hospital—a daughter (Lucinda 
Mary). 

Roppi£.—On Sept. 24, at Johnstone House, Royal Maternity 
Hospital, Belfast, to Alix P. M. Roddie, M.B. (née Hurst), 
wife of T. Wilson Roddie, M.B., M.R.C.0.G.—a daughter. 

STELL.—On Oct. 2, to Eleanor Davies-Jones, M.B., D.A., wife of 
John Laidman Stell—a second daughter (Victoria Laidman). 


appointed factory doctor, 
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Notes and News 


MEDICAL FILMS AT INTERNATIONAL CONGRESS 


DuRING the 7th International Congress of Scientific Films 
held this year in London, 73 medical films from nineteen 
nations were shown. Practically every aspect of medicine 
was represented, but the emphasis seemed to be on the use 
of film in health education and the popularisation of medical 
themes in different parts of the world. Films of this type 
included the production and investigation of antibiotics 
(Belgium), an appeal for blood-donors (Denmark), dental 
hygiene (Great Britain), nutrition (Italy), the prevention of 
round-worm infection (Japan), the importance of vaccination 
(Nigeria), sex education (Sweden), anti-tetanus inoculation 
(Uruguay), the work of a local midwife in Georgia (U.S.A.), 
and recent advances (U.S.S.R.). Though these films were 
made for public distribution in their own countries, many of 
them were judged unsuitable for public exhibition in Great 
Britain. 


Of the specialised films Manganism (Morocco) deserves 
special mention, not only because this industrial disease is 
so rarely seen in this country, but because of the quality of 
the exposition and photography. Dr. H. Rohracher had 
brought from Austria a series of interesting psychological 
studies, including a fascinating comparison of adult uniovular 
and binovular twins filmed together while they performed 
similar tasks such as going up steps and shaving, and 
experienced sintilar emotions as when watching a film of an 
eye operation. From Switzerland came a survey film on the 
use of p-aminosalicylic acid in the treatment of tuberculosis, 
and from Germany a study of infants feeding at the breast, 
from a bottle, and with a spoon. Prof. J. Calabek had 
brought from Czechoslovakia his detailed demonstration of 
ether anesthesia, and from France came a very complete 
study of rheumatism. Dr. J. Nauta (Netherlands) showed 
some excellent examples of cineradiology as did Britain’s 
own pioneer in this field, Dr. Russell Reynolds. From 
France also, Prof. A. Policard showed his new time-lapse phase- 
contrast cinemicrography film on pneumoconioses, and Dr. 
M. Bessis sent some electron-microscope shots of normal 
and pathological red blood-cells. 


It would seem that the enthusiasm for filming operations 
is on the decline, for few were submitted to this year’s 
congress. Of the dozen medical-film programmes arranged, 
only two contained films of surgical operations. In such 
films the interpolation of diagrams during the operation, as 
in films from Italy and the Netherlands, makes them more 
useful than those which are simply visual records of operations 
—such as a film on a cholecystectomy, which was not improved 
by the addition of the third dimension. Great Britain was, 
perhaps, more ruthless than some in selecting films to be 
submitted to the congress, with the result that the films 
shown were of a very high standard. Special mention should 
be made of The Prevention of Cross-Infection—Airborne 
Infection (Ministry of Health), The Human Blood Fluke 
(Wellcome Film Unit), and Venepuncture and Marrow Puncture 
(1.C.I. Film Unit). A few examples of the scientific films 
seen during the congress were shown on a B.B.C. television 
programme. Of the ten films included, four were medical 
—an interesting reflection on the high quality of the medical 
films. 


NEW CHESHIRE RADIOLOGY DEPARTMENT 


On Oct. 2 Dr. Peter Kerley, president of the Faculty of 
Radiologists, opened a new and _ enlarged radiological 
department at Clatterbridge Hospital, Bebington. 


The new unit is self-contained but has been planned to 
give good circulation from the wards and direct access to the 
adjoining operating-theatre suite. There are three X-ray 
rooms: the general room has a 4-valve high-power unit for 
genetal and fluoroscopic work, and a cranial radiography 
apparatus ; the fluoroscopic room has a 4-valve high-power 
unit for gastro-intestinal, chest, and heart examinations ; 
and the genito-urinary room has a 4-valve high-power unit 
with urological table.. Electrically operated pass hatches 
give access from each of the X-ray rooms to the central 
darkroom, and a drying-room gives alternative darkroom 
circulation from one of the X-ray rooms. 


The consultant staff of the department are Dr. R. J. 
Keating, Dr. J. P. McLaughlin, and Dr. A. G. McCarey. 


NOTES AND NEWS 





[ocT. 10, 1953 787 
University of Durham 

Mr. A. G. R. Lowdon has been appointed to the chair of 
surgery in the Neweastle division (medical school) of the 
university. He will also hold the post of surgeon at the 
Royal Victoria Infirmary, Newcastle upon Tyne. 

Mr. Lowdon is a graduate in arts and medicine of Edinburgh 
University. He took his M.B. with honours in 1936 when he was 
the Ettles scholar of his year. He was also awarded a Vans Dunlop 


scholarship in surgery and _ pathology. He was a_ senior 
president of the Royal Medical Society. After holding house- 
appointments at the Edinburgh Royal Infirmary and the Royal 
Hospital for Sick Children, he took the F.R.c.s.£. in 1939. On the 


outbreak of war he joined the R.A.M.C. with a territorial 
commission. Later with the rank of lieut.-colonel he was in charge 
of the surgical side of a hospital in France, and in the Edinburgh 
Medical Journal he described a series of abdominal wounds treated 
by laparotomy. On his return to civilian life he was appointed 
assistant surgeon to the Edinburgh Royal Infirmary and lecturer 
in surgery to the university. He has lately published in our 
columns papers on the treatment of acute perforated peptic ulcer 
by partial gastrectomy, and on the deflation of the distended bowel 
at operation. 
Royal College of Surgeons of England 

Sir Ernest Finch will deliver the Thomas Vicary lecture at 
5 p.m. on Thursday, Oct. 29, at the college, Lincoln’s Inn 
Fields, London, W.C.2. The title of his lecture is The 
Forerunner. 


Royal College of Physicians of Ireland 
The following were successful 
held in September : 
L. I. Shenken, R. E. Jenkins, T. H. 
D. D. Ellis, J. A. Kelleher. 
Courses for General Practitioners at Cambridge 
During 1953-54 a series of one-day symposia for general 
practitioners will be held on Saturdays at’ Addenbrooke’s 
Hospital, Cambridge. Each symposium will consist of three 
to five lecture-discussions and demonstrations of clinical cases 
or modern methods. 


in the pD.P.M. examination 


Bewley, H. M. Flanagan, 


The following programme has been arranged : 
other diseases of the chest (Oct. 24); disorders of the blood 
(Nov. 14); dermatology (Dec. 12); obstetrics and gynecology 
(Jan. 9); infectious diseases (Feb. 6); cardiovascular diseases 
(March 6); orthopedics, treatment of injuries, and physical medicine 
(April 3); cancer (May 1); pediatrics (May 29); nervous diseases 
(June 26); diseases of the ear, nose, and throat, diseases of the 
eye (July 24). Further information may be obtained from the 
secretary of the Medical School, Tennis Court Road, Cambridge. 


Medical Society for the Care of the Elderly 
A meeting of this society will be held on Thursday and 
Friday, Oct. 22 and 23, at the City Hospital, Nottingham. 
Further particulars may be had from the secretary, Dr. H. P. 
Jameson, 150, Harley Street, London, W.1. 
° 


tuberculosis and 


National Marriage Guidance Council 

Dr. Noel Harris is to give the Gillies lecture at the rooms 
of the Royal Society, Burlington House, Piccadilly, London, 
W.1, at 6 P.M. on Wednesday, Oct. 28. The title of his 
address is Ourselves as Others See Us. 


London Medical Exhibition 

Lord Horder will open this exhibition at the new hall of 
the Royal Horticultural Society, Greycoat Street, S.W.1, on 
Nov. 16 at 11.30 a.m. The exhibition will be open daily 
from 11] a.m. to 6.30 P.M. till Nov. 20. 


Middlesex Hospital Medical School 

At this school’s annual dinner on Oct. 2, Mr. C. P. Wilson, 
the chairman, was able to give a favourable account of the 
past year. The Queen has bestowed her patronage on the 
hospital, thus sustaining a tradition that has been uninter- 
rupted for more than a hundred and thirty years. The 
Middlesex has won the inter-hospitals competition for the 
best-kept garden; the nurses have won the inter-hospitals 
tennis cup for the third year running (this is the second time 
that they have won it outright) ; and the students have won 
the inter-hospitals cricket cup. The Chairman spoke with 
awe of the high standard of the students’ work and looked 
forward to the time when they would hold a refresher course 
for consultants. The Chairman was proposing The Hospital 
and Medical School; and Sir Harold Boldero, the dean, 
and Dr. C. G. H. Newman (senior Broderip scholar) responded. 
Sir Harold referred with pleasure to the new Institute of Clinical 
Research. The board of governors decided that they would 
willingly spend much of the endowment fund on research ; 
and a house to the north of the hospital was purchased, to 
accommodate the institute, which would be under the director- 
ship of Prof. Alan Kekwick. Finally, Prof. B. W. Windeyer 
proposed The Chairman. 
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Nuffield Gorentetegicnl Research Fellowships 

The Foundation has awarded a _ professorial research 
fellowship in gerontology to Dr. P. L. Krohn, reader in 
endocrinology in the University of Birmingham, and a fellow- 
ship of less senior status to Mr. D. A. Hall, pH.p., lecturer in 
medical biochemistry in the University of Leeds. 
Society of Chemical Industry 

At a meeting of the microbiology group to be held on 
Thursday, Oct. 15, at 6.15 p.m. at 11, Chandos Street, London, 
W.1, Mr. E. F. Gale, sc.p., will speak on Actions of Anti- 
biotics in the Bacterial Cell. 
West End Hospital for Nervous Diseases 

Clinical demonstrations will be given on Tuesdays at 
5.30 p.m. from Oct. 13 to Dec. 15, in the outpatient department 
of this hospital (40, Marylebone Lane, W.1). All demonstra- 
tions are free, and are open to doctors and senior medical 
students. 
National Association for Mental Health 

This association is holding an inter-clinic conference for 


professional members of child-guidance staffs, on Nov. 21, at 
the Y.W.C.A., Great Russell Street, London, W.C.1 Further 
details can be had from the conference secretary of the 


association, 39, 


Queen 


Link between General Practitioner and Hospital 

The News Chronicle (Oct. 
Hospital, Birmingham, 
welcomed in the 


Anne Street, W.1. 


5) reports that at the General 
general practitioners are to be 
wards on Tuesdays and Fridays by the 
registrars, house-officers, and ward-sisters. They will be 
shown the case-notes of patients they recommended for 
admission, and told about treatment and progress. 


DIARY OF THE WEEK 
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College of General Practitioners 

The first annual general meeting of the college is to be 
held on Nov. 14. Foundation membership will close at the 
meeting. Further particulars may be had from the hon. 
secretary of the college, 14, Black Friars Lane, Queen Victoria 
Street, London, E.C.4. 


CORRIGENDA: Postprandial Attacks of Palpitation 
Weakness after Gastric Operation.—In this 
W. Hamilton Smith and his colleagues (Sept. 12), the words 
‘and the cells ’’ were wrongly included at the end of the first 
paragraph in the second column on p. 533. 


and 
article by Dr. 


Legal Responsibility in Blood-transfusion—The penultimate 
paragraph of Dg. J. D. James’s letter last week should end : 
. the chief problem in transfusion work is to avoid 


producing reactions in recipients who have ‘ reagins’ in their 
” 
plasma. 


Sir Harry Platt is leaving on Oct. 24 for a two-week lecture- 
tour in Cyprus and Israel under the egis of the British Council. 


A party of fellows of the Royal Society of Medicine has just 
returned from a lecture tour in Northern Italy where they were the 
guests of the Lombardy region of the Italian Red Cross. The 
party consisted of Sir Gordon Gordon-Taylor, Sir Clement Price 
Thomas, Mr. and Mrs. L. R. Broster, Prof. and Mrs. L. J. Witts, Dr. 
Hugh M. Sinclair, and Mr. So Hewitt, the secretary of the society. 


The Association of British Chemica Manufacturers has issued 
a booklet Marking Containers which outlines a system of warning 
labels for hazardous chemicals. This applies primarily to chemicals 
in quantities exceeding 6 pints for liquids and 8 |b. for solids, up to 
the time when the container is opened for use. Copies of the booklet, 

7s. 6d. oe are obtainable from the association, 166, Piccadilly, 
L ondon, W. 





Diary of the Week 


oct. 11 To 17 
Sunday, 11th 


LONDON JEWISH HOSPITAL MEDICAL SOCIETY 
3 p.m. (Woburn House, Upper Woburn Place, W.C.1.) Mr. 
Albert Davis: Obstetric and Gynecological Curiosities. 
(Presidential address.) 


Monday, 12th 


UNIVERSITY OF LONDON 
5.30 p.m. (University College Hospital Medical School, 
Street, W.C.1.) Prof. E. G. D. Murray (McGill) : 
on Some Trends in Bacteriology. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
ip.m. Dr. W.S.C. Copeman: Treatment of Rheumatic Diseases 
with Cortisone and A.C.T.H. 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
1.30 p.m. (Chelsea Hospital for Women, Dovehouse 
S.W.3.) Mr. R. H. Boyd: Contraception. 
MEDICAL Society OF LONDON, 11, Chandos Street, 
8.30 pM. Mr. E. W. Riches: Significance 
(Presidential address. ) 


University 
A Surmise 


Street, 


W.1 
of Hematuria. 


Tuesday, 13th 


COLLEGE OF GENERAL PRACTITIONERS 
5.45 p.m. (14, Black Friars Lane, E.C.4.) Dr. G. F. 
Family Doctor-Patient Relationship. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 pm. (London School of Hygiene and 
Keppel Street, W.C.1.) Prof. R. W 
Experimental Psychopathology. 
RoyYAL Society OF MEDICINE, 1, Wimpole Street, W.1 
8 p.m. Section of Psychiatry. Dr. E. B. Strauss: Moral Responsi- 
bility and the Law. (Presidential address.) 
KiN@’s COLLEGE HOSPITAL MEDICAL ScHoo.i, Denmark Hill, 8S.E.5 
5 pm. Prof. E. C. Dodds, F.R.s.: Endocrine Background of 
Malignani Disease. (Dorothy Platt lecture.) 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, W.C.2 
5.30 pM.) =60Dr. C. O. Carter: Genetics in Dermatology. 
CHELSEA CLINICAL SOCIETY 
8.30 p.M. (South Ke nsington Hotel, 41, Queen’s Gate Terrace, 
S.W.7.) Sir Ernest Gowers, Dr. Desmond Curran, Dr. 
Eliot Slater The McNaughten Rules. 
MANCHESTER MEDICAL SOCIETY 
8 P.M. (Medical School, University 
Surgery. Mr. O. M. 
(Presidential address.) 


Abercrombie : 


Tropical Medicine, 
Russell, PH.D. 


of Manchester.) 


Section of 
Duthie: Retinal 


Detachment. 


Wednesday, 14th 


POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2pm. Prof. A. C. Frazer: Normal and Defective Fat Absorption. 
ROYAL SocreTry OF MEDICINE 
4.30 P.M. Section of Physical Medicine. Dr. A. C. 


Boyle, Dr. 
Helen Dimsdale : Spondylosis. 


ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 28, Portland 
Place, W.1 
p.m. Prof. A. M. E. Sicé (Basle): Evolution of Therapeutics 


in the Last Few Years. (Bengué lecture.) 


INSTITUTE OF DERMATOLOGY 
5.30 P.M. I. Whimster : 
MANCHESTER MEDICAL SOCIETY 

4.30 P.M. Section of Pathology. Dr. R. F. 
Stratton: Transfusion Problems. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 P.M. Prof. Andrew Wilson: Use and Abuse of Antibiotics. 


Thursday, 15th 


Darren POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of Hygiene and Tropical Medicine.) 
Dr. C. J. Popjak : Biological Synthesis. 
ROYAL Society OF TROPICAL MEDICINE AND HYGIENE, Manson 
louse, 26, Portland Place, W.1 


Developmental Anomalies. 


Jennison, Dr. F. 


7.30 p.M. Dr. Norman White: Retrospect. (Presidential address.) 
CHADWICK LECTURE 
5.30 P.M. (Royal Society of Arts, John Adam Street, W.C.2.) 
Mr. C. J. Regan, F.R.1.¢ Air Pollution. 


ROYAL ARMY MeDicaL COLLEGE, Millbank, S.W.1 
5 P.M. Dr. Bett: Truants from Medicine. 
INSTITUTE OF ) HEALTH AND INSTITUTE OF NEUROLOGY 
5.30 P.M. (National Hospital, Queen Square, W.C.1.) Dr. A. P. 
Norman: A®tiological Factors of ‘‘ Congenital’? Group 
(kernicterus, birth trauma, anoxia, developmental abnor- 
mality). 
NORTH-WESTERN TUBERCULOSIS SOCIETY 
5 P.M. (Royal Infirmary, Manchester, 13.) Mr. F. 
Edwards: Recent Trends in Pulmonary Surgery. 
dential address.) 
Friday, 16th 
ROYAL COLLEGE OF PHYSICIANS, 
3 p.M. Dr. George Graham : 
(Harveian oration.) 
ROYAL COLLEGE OF OBSTETRICIANS 
Queen Anne Street, W 
2.45 pM. Mr. John Webster Bride: 
Obstetrics and Gynecology. 
Shaw lecture.) 
ROYAL SOCIETY OF MEDICINE 
4.30 P.M. Section of Epidemiology ang Preventive Medicine. 
Prof. H. C. A. Lassen and Dr. J. Ibsen (C openhagen) : 
Epidemic of Poliomyelitis in ¢ TFT oa in 1952 
8.15 P.M. Section of Radiology. Dr. Blair Hartley : Radio- 
logical Methods and Values in Examination of Paranasal 
Sinus Areas. (Presidential address.) 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
12 Noon. Dr. Rae Gilchrist: Coronary Sclerosis. 
4 P.M. Sir Neil Hamilton Fairley, F.R.s.: Schistosomiasis. 
Gvuy’s HospITaL MEDICAL SCHOOL, London Bridge, S.E.1 
5 P.M. Prof. W. Montagna (Brown University, U.S.A.): 
tecture, Growth, and Differentiation of Skin. 
— lectures. ) 


Ronald 
(Presi- 


Pall Mall East, S.W.1 
Value of Physiology in Medicine. 
AND GYN&COLOGISTs, 58, 


Manchester Pioneers in 
(William Meredith Fletcher 


Archi- 
(First of 


FACULTY OF RADIOLOGISTS 
2.15 yA, M. (Royal College of Surgeons, Lincoln’s Inn Fields, 
W.C.2.) Diagnosis Section. Dr. J. W. Pierce: Pulmonary 


Manife stations of Fungous Diseases. 
INSTITUTE OF DERM preeer 
+ S 


5.30 P.M. Dr. . Wigley: Eczema, 


Saturday, 17th 
BIOCHEMICAL SOCIETY 


a estminster Hospital Medical School, Horseferry Road, 
-1.) Scientific Papers. 


11 AM. 
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Ex ASTOCREPE complies with the 
Drug Tariff specification for “‘ Cotton crepe 


bandage” and may be prescribed by name. 


* Three widths are available for the N.HS.— 
24”, 3” and 4” by 5 yards stretched. 











fished bs FV. &. SCRatre 6 KNEW AW LIinmirrTreso, WUE LE 
Outside the British Commonwealth Elastocrepe is kacwn as Tensocrepe 


Valuable ma 


*PRESCRIBE IT BY 
NAME ON ALL SCRIPTS 
WHEN COTTON CREPE 
BANDAGE IS 
REQUIRED 
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Apprehension can spoil a cure 


Apprehension can frequently be de- 
scribed as a fear of the future based 
on experience from the past. 

Many of your patients have been 
conditioned from early childhood 
to associate the smell of antiseptics 
and medication with pain. Ordinary 
‘hospital smells”’ frequently make a 
patient neryous and tense, hyper- 
sensitive to his symptoms and wor- 
ries. The greater malodours of some 
complaints and their treatment — 
incontinent patients, suppurating 
wounds—can even cause acute dis- 
tress. And not only to the patient 
alone. Such malodours are equally 
distressing to the nursing staff. 

Fortunately, it is now possible to 
abolish the malodours inherent in 


a — 
Air-wick THE EFFICIENT ODOUR-COUNTERACTANT 


30 


hospital life. These odours can be 
killed with Air-wick. 

Physiologists have recorded that 
when certain pairs of odours are 
together present in appropriate 
relative concentrations, both are 
diminished. Developed by scientists 
as an application of this pheno- 
menon, Air-wick contains a large 
number of compounds, scientifically 
selected to achieve its results. 

Air-wick is non-toxic, non-inflam- 
mable and economical in use. For 
small wards and/or general use, the 
standard bottle of Air-wick is ex- 
tremely effective, while two new forms 
have recently been perfected specifi- 
cally for hospitals: Air-wick mist for 
sudden, local concentrations of 


odour, and the Air-wick fan unit for 
larger wards. 

For the greater comfort and re- 
laxation of staff and patients, we 
confidently recommend the regular 
use of Air-wick. Full particulars of 
cost, installation and most efficient 
use may be had on application. 





THE HOSPITAL 
SERVICE 
DEPARTMENT 


Air-wick Ltd. 


SLOUGH, BUCKS, 
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The 


FORMULA 


Tartaric Acid 


chloroamide B.P. . . 
Perfume q.s. 
Excipients to . . 


Sodium Bicarbonate B.P. 


Sodium p-toluensulphon- 


AUNINUNINTAININUSINTAT NUNES NUNN EN NNER EN ENN EN EN ENN ER UN ERENCE EEE 


x 
N 


Even in these enlightened ays... 


guidance in methods of Family Planning can do much to remove 
anxiety and promote a patient’s mental and physical well-being. 
In order to accommodate individual preference 
two types of contraceptive are presented. 


GYNOMIN 


scientifically balanced, 
deodorant contraceptive in tablet form. 
The average weight of each tablet when packed 
is 1.2 grams, and contains w/w 


antiseptic and , 


la 
2 a 


. . . y 


- 100.0 


. . . . . ¢ 


Both these products are approved by the Family Planning Association who advise that, 


for maximum safety, any chemical contraceptive should be used in conjunction with a 
mechanical barrier. 


Medical literature and samples on request 


COATES & COOPER LTD 


PYRAMID WORKS 


WEST DRAYTON 


STNVATAINUNINUNTNUNUNUSTA SURES EN ENN NEN EN EN ER ENCES EN ENE EN EN EN US ES ERE ER ERE ENR 


cee’ 


WE VE 


°, 
Z 


ANTEMIN 


A recently introduced cosmetic-type cream 
simple in application, possessing efficient 


spermicidal and dispersive power. Pleasant in 
use. Reasonably priced. 

FORMULA 

Sodium dioctyl toed 

succinate . . Ce Oy eure @. ee 
Ricinoleic Acid BP. “oe ae ee ee 
Boric Acid B.P. a borg Oe Ce) Te 
Trioxymethylene B.P.C.. . « « « - 0.15 
Base to ro ae 100.0 


WUUCevCEeeeeEeeEeeceeee 


MIDDLESEX 


N 
N 















The increased potency of 
Supavite is of particular value 
in such conditions of nervous 
strain, especially when these 
are accentuated by vitamin 
deficiencies in the diet. The 
combination of Minerals with 
the Vitamins in Supavite is 
important as they act together 
to give the fullest nutritional 
benefits. 


Thr aANGIER CHEMICAL 





FORMULA 


EachaA MEERCagetie contains: 
VitaminA .. 6,000 I.U. 
Vitamin D + 1,0001.U. 
Vitamin E . «+ 1 mg. plus 
one minim wheat germ oil 


EachBLACK Capsule contains: 
Vitamin B: -- mg 
Vitamin B, (Riboflavin) 1mg. 
VitaminC ... mg 
Nicotinamide 10 mg 
Iron (Ferrous) --- 17 mg 
Calcium oo 39 mg 
Phosphorus ... 30 mg 
CoO. LTD., LONDON, 8.E.1 


JUDY'S IN 
TROUBLE 
AT SCHOOL 


“‘She’s at a difficult age under any 
conditions . . . but these days with 
Sresh food so dear and diet so dull, so 
many demands on her young body and 
developing mind . . . no wonder she’s 
run down. Looks like another case of 
Vitamin deficiency’. 


SUPAVITE 


CAPSULES 





INDICATED IN CONDITIONS OF VITAMIN DEFICIENCY OFTEN 
ASSOCIATED WITH : General fatigue and loss of appetite. Nervous 
debility. Irregular bowel function. Indigestion and general poor 
health. Mental irritability. Low resistance to colds and other ail- 
ments. Changes in the texture of the skin. 


LABORATORIES—SOUTH RUISLIP, MIDDLESEX 
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Purified 
Antigenic Fraction 
of Common House Dust 
Animportant advance in the treatment 
of allergic disorders. 
DOMOGEN DIAGNOSTIC : 
a 1 in 100,000 solution for the diagnosis of 


sensitivity to house dust. 5 ml. rubber- 
capped bottles. 


DOMOGEN THERAPEUTIC : 
a 1 in 1,000 solution for desensitisation. 


10 ml. and 30 ml. rubber-capped bottles. 


Literature on application 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH LONDON 













RBC 


Rybar Benzocaine Calamine Cream 





A bland, sedative germicidal cream possessing powerful 
local anesthetic properties. It is of great value in the 
treatment of eczematous conditions, pruritus, tinea and 
other skin infections due to bacteria or fungi. The 
soothing effect produced on the application of R.B.C. 
in cases of intractable itching materially assists healing by 
promoting sleep and preventing rubbing and scratching. 
Formula :— 

Phenylmercuric Nitrate ... 


0.10% 
lso-buty! para-aminobenzoate 1.00% 
N-buty! para-aminobenzoate 1.00% 
Benzocaine ... ee 8.00% 
Cholesterol ... 0.10% 
Calamine.. oat - 10.00% 
Hydrophilic Base to - 100.00% 


All percentages w/w 
Mode of issue : Collapsible tubes ¢ ining | oz. 


May be freely prescribed on Form ECIO. 





Professional sample and literature on request from : 


RY BAR /cboralories uD. 


TANKERTON * KENT 
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Indicated in the treatment 


CEREVON 


ELIXIR CEREVON, 
providing a liquid 
preparation containing 
Ferrous Gluconate 
together with the 
important 
factors of the 


B complex, 


of nutritional iron deficiency 
anaemias and the iron 
is also 


available. deficiency anaemias of 
pregnancy. 

The Ferrous Gluconate used in 
CEREVON preparations is of our 
own manufacture and free from 

ferric iron. 
Each tablet contains 0.3 G. Ferrous 
Gluconate equivalent to 35 mgm. 
available organic iron. 
PACKS: Bottles of 100 tabs. 
PRICES: 3/2 plus P T. 


1,000 tabs. 
29/8 plus P.T. 


CALMIC LIMITED 
CREWE HALL - CREWE : Tel: 3251-5 


Tab. Cerevon are available for 


preseripttion on form E.C.10. 





THE LANCET] 





THE LANCET GENERAL ADVERTISER 





[Ocr. 10, 1953 
































PANCREATIN 
(B.P.) GRANULES 


TRIPLE STRENGTH 
ENTERIC COATED 


for the treatment 

of FIBROCYSTIC 

disease of the 
PANCREAS 





BOTTLES CONTAINING 8 oz. 





A product of 


CLAY & ABRAHAM LTD 
Manufacturing Chemists, LIVERPOOL, | 


























~~ | 
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WHEN YEAST IS INDICATED 


D Cc L VITAMIN By 


YEAST TABLETS 


form a palatable and rich 
source of Vitamin B; 


The Dried Yeast from which these tablets are 
made contains in each gram approximately 300 
International Units of Vitamin B;, 50 micrograms 
of Riboflavin, 250-350 micrograms of Nicotinic 
Acid and 25-50 micrograms of Vitamin Bg. 


* 3 D.C.L. Vitamin B,; Tablets als 1 gram. 
Issued by all chemists in bottles of 50 and 100. 








ANOTHER QUALITY OF DRIED YEAST 
IN POWDER FORM IS AVAILABLE AS :— 


DRIED YEAST °.~ 


FOR HOME AND EXPORT 


Full particulars may be obtained from 
THE DISTILLERS CO. LTD. 
12 TORPHICHEN STREET EDINBURGH 























For accurate WEASUREMENT 


of small volum 





Type A Test Meter for the Laboratory 


A Meter which sets up entirely new standards of accuracy in 


Engineering, Industrial and Medical Research. 


Type B Portable Test Meter 


For normal Works tests, light weight, accurate, easily serviced 


and maintained. 


ac of GASES 





PARKINSON & COWAN 
INDUSTRIAL PRODUCTS 


(A DIVISION OF PARKINSON & COWAN LTD) 


DEPT. 3, COTTAGE LANE WORKS, CITY ROAD, 


LONDON, E.C.I 
Phone: CLErkenwell 1766 
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October 


When leaves are falling at home our Overseas Branch 
is in touch day by day with places where spring has 
just arrived. So it is through all the seasons. No 
matter how far the lines of trade may extend, a 
correspondent of the Midland Bank is always at hand 
to provide the banking services and the special 
facilities upon which international commerce depends. 


MIDLAND BANK 


OVER 2,100 BRANCHES TO SERVE YOU 
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By appointment Surgical Appliance 
Makers to the late King George VI. 


HE.CURTIS & SON LTD 





After 50 years the Model No. | “Curtis” 
Abdominal Support still remains the only 
all-metal scientific support for the treatment 
of abdominal ptosis. ANY PRESSURE AT 
ANY DESIRED ANGLE OF LIFT. The in- 
fallible support for SUPRA PUBIC HERNIA. 


4, MANDEVILLE PLACE, LONDON, W.1 
Tel.: WELbeck 2921/2922 
Grams : Hecson, Wesdo 








It’s not the first cost & 
that matters......... ite 


When buying syringes, quality and the cost of 
replacements must be taken into account. 
Though ‘ Plim ’ syringes cost more at first than 
the ordinary kind, they are far more economical 
inthelongrun. For these reasons: 
1. The strong protective metal casing of the 
glass barrel reduces breakage to a minimum. 
2. If breakage does occur, you need replace 
only the barrel and piston, instead of buying 2 | 
a complete syringe. This means a saving of % 
about 50 per cent. compared with ordinary ~ 
syringes. 
Apart from the economy of ‘Plim’ syringes, 
they possess other important features :— 
Perfect fit of piston to barrel 
Accurate calibration Precision manufacture 
Individually-fitted pistons - No solder or cement 
Sterilisation up to 250C. 


SIZES: 1, 2, 5, 10 and 20 c.c. 
INTERCHANGEABLE NEEDLE FITTINGS 
Record, Luer and all other types. Side and central. 


PLIM 


HYPODERMIC SYRINGES 
MANUFACTURERS ; NORMAN PHETHEAN LTD 


CROYDON ROAD - CATERHAM * SURRBY 
Telephoae : Caterham 2460 
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PROTECTIVE BARRE 























: Sco : 
Viscosities in Redwood Seconds 38 


Temperature | SA.E.10-| SA.E.20 | SAE.30 | 
Engine Oil Engine Oil Engine Oil | \Q: 5500 : 


















32°F. | 2,100 
hi Orne 70°F. 410 
™ 100°F. 170 

- wir he 140°. . 75 
20°F. 2 








40.5 





0°3500 Rk 


O°F. 14,000 26,500 55,000 


4,000 7,250 

780 1,250 
290 440 260 
110 160 110 
50 60 55.5 
46.5 56 51.5 

























Q.5500 is almost three times as fluid as other good oils when cold. This 
eases the strain on your battery, gives instant oil circulation and minimises 
use of the choke. Its exceptional lubricating value ensures a long engine 
\fe. At running temperatures Q.5500 is equivalent to S.A.E. 30 viscosity. 


Judicious use of modern additives makes Q.5500 Super Lubricant the 
nearest approach to the ideal — least changed by heat and cold. 


Q.5500, although more expensive, repays your extra outlay in petrol 


economy and improved performance. 


Q.5500 gives these advantages :— 
EASIEST STARTING and quick ‘‘ get-away ”’ 
BETTER RUNNING-IN — prolongs engine life. 


MORE ENGINE POWER — improved road performance. 
PETROL ECONOMY and a cleaner engine. 


Write for descriptive booklet and name of nearest stockist. 


ALEXANDER DUCKHAM & CO. LTD., HAMMERSMITH, LONDON, W.6 


NN 








0-55 


SUPER LUBRICANT 
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MIOTROL 


TRADE MARK 













Methy! Testosterone 2.5 mg 
Stilboestro! 0.25 mg 


A SYNERGISTIC 
OESTROGEN /ANDROGEN COMBINATION 


For the treatment of menopausal 
disturbances and male climacteric. 
Pre-menstrual migraine, pre- 


menstrual tension and dysmenorrhoea. 


Literature and price forwarded on request. 


AN PRODUCT 


OxXO LTD. (Madical Dept.) 
THAMES HOUSE, LONDON, E.C.4. 
Telephone: CENtrai 9781 


ke 














CRAWFORD ADAMS 
CONCENTRIC HIP 
MOULDS. 





Acrylic 
or 


Non-toxic stainless steel 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
92-94, Borough High Street, London, S.E.I 


and 


32-34, New Cavendish Street, London, W.! 











AIR AMBULANCE 
SERVICE 


SPECIALLY EQUIPPED TWIN-ENGINED 
AIRCRAFT ALWAYS AVAILABLE 
ANYWHERE — ANYTIME 
WITH COMFORT & SPEED 


Write or phone for quotation to:— 


OLLEY AIR SERVICE LIMITED 


CROYDON AIRPORT, SURREY 
THE AIR AMBULANCE SPECIALISTS 
CROYDON 5117/9 DAY AND NIGHT 


ANY LETTE 


SLOANE 5855 








Newly Recognized Palatable 


Source of Potassium... . 
The Neglected Mineral 


Valentine's Meat Juice, with its high content of 
soluble potassium salts (equivalent to 74-97 mg. 
KCI per cc.) together with other inorganic salts, 
meat bases and small amounts of soluble proteins 
is a valuable dietary supplement, furnishing prac- 
tical amounts of potassium in palatable form. 


VALENTINE COMPANY, INC., RICHMOND, VA. 


Valentine’s 
MEAT JUICE 








_ AKLOREP 


. (Betain. HCl and Pepsin) 


Achlorhydria 
Hypochlorhydria 
and all associated 

conditions. 





50 tablets 6/6d. (subject) 


Samples on signed request 


ROBERTS & CO. 
76, New Bond Street, London, W.1 




















QUEEN wW 


Non Allergic 
BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 










Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks. specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Obtainable from John Bell & Croyden, 
50 Wigmore Street, W.1, and 
other chemists 

Write for Price List to :— 
BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.1 
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ST. ANDREW’S HOSPITAL Mental tisorpers 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
MepicaL SUPERINTENDENT: THOMAS TENNENT, M_D., F.R.C.P.. D.P.H.. D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can be provided. 

WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment. 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research, Psychotherapeutic treatment is employed when indicated. 

, MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming; gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 








At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, ete. r 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3-lines)), who 
can be seen in London by appointment. 





CAMBERWELL HOUSE, 33. Peckham Road, London, 8.E.5 


pore A PRIVATE HOSPITAL FOR THE ow ephome: 
ere TREATMENT OF NERVOUS AND MENTAL DISORDERS akin: igand 
Completely detached Villas for mild cases. Voluntary Patients received. Fifteen acres of grounds. Hard and grass tennis courts, putting greens, 


Recreation Hall with Badminton Court, and all indoor amusements. Occupational therapy, Calisthenics, Actinotherapy, prolonged immersion baths, 
shock and all modern forms of treatment. Chapel. 
Senior Physician Dr. THOMAS T. BARTLETT, assisted by An Illustrated Prospectus giving fees, which are reasonable, 
a resident Medical Staff and visiting Consultants may be obtained upon application to the Secretary 
The Convalescent Branch is HOVE VILLA, BRIGHTON. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing ‘rest and care 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 





he object of this Hospital is to provide the most efficient 

Cc b+ EA D L E RO Y A L CHEADLE ‘Tan for the treatment and care of patients of both 
CHESHIRE sexes suffering from MENTAL and NERVOUS DISEASES. 

. : . The Hospital is governed by a Committee appointe y 

A Registered Hospital for MENTAL DISEASES and its Tease. Dewp” and Modified Insulin Coma; €E.C.T., 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales = and Psychotherapeutic treatment given. VOLUNTARY, 


TEMPORARY, AND CERTIFIED PATIENTS RECEIVED 





For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone : GATLEY 2231 
CHT w ick SVs" | SPRINGFIELD HOUSE 
PINNER, MIDDLESEX D 
Telephone: PINNER 234 Phone: BEDFORD 3417 Near BEDFOR 





For MENTAL CASES (including the aged) 
A Private Home for the Treatment and Care of Menta! and Fees from Eight Guineas pe Sree y - pores Bedrooms for suitable 

_ 2 i Sexes cases without extra charge) é oe 

ae caine ieee “4 pope ang Marble Arch, in attractive For forms of admission, &c., apply to the Resident Physician, 

node se, 12 > } h, ‘) ee = * ; 

secluded grounds. Patients treated under Certificate, Tem- | ©EPRIC W ie = Lempow BE Aprournauit®. 

porary or Voluntary status. Modern forms of treatment. sa ' 

including psychotherapy, narco-analysis, modified insulin, : 

occupational therapy, #.C.T., etc. Fees from 12 guineas a week. - . 


ae Pe Saba ngs entre hi BE M.D.. riviSas BOWDEN HOUSE 
HEIGHAM HALL, NORWICH HARROW-ON-THE-HILL, MIDDLESEX 





Tel. : BYRon 1011 & 4772 
PRIVATE MENTAL HOME for Nervous and Mental illness. All types Gembtiched in ee al ilaiiieai ies tamed bar tor ore 
of treatment carried out. Accommodation for Alcoholics and Addicts Neeere, + the neerenes and nervous 
cralieiie. Special Gorletris (els maw apes. Fens from 6 gre. par wok ry mg Ng ade ater nodarn pis sical therapies. 
- sorders by psych 3 yé é J* 
upwards according to requirements. isorde ) . a: DIRECTOR 
Apply to Dr. Jj. A. SMALL Telephone : Norwich 20080 Apply : MEDICAL 
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MUNDESLEY SANATORIUM 


14 


> ” 


MUNDESLEY, 


TERMS FROM 16 GUINEAS WEEKLY (Single Room). 
(Shared Room). 


” 


” 


Medical Superintendents : 


E. C. WYNNE-EDWARDS 
M.B.(Cantab.), F.R.C.S.(Edin.) 


For all information apply THE SECRETARY 


NORFOLK 


Waiting list: 2 weeks 
Immediate vacancies 


GEORGE H. DAY 


M.D.(Cantab.) 


Telephone : Mundesley 94 and 95 (2 lines) 





























soneeenenemnenienniionin 
Vacancies 
Page Page Page 
ACADEMIC AND EDUCATIONAL Croydon Gen. Sr. H.O. 47 | Aylesbury. a ee Bucks & Assoc. 
SECTION 40] Doncaster Royal Infy. Sr. H.O. 47 Hosps. M.C. H.¢ : 44 
ADMINISTRATIVE Dudley, Stourbridge & Dist. Sr. H.O. 48] Birmingham R.H. B: ‘Regs. .. 45 
Manchester R.H.B. Asst. Sr. M.O. .. 41 | Guildford. Royal Surrey County. Sr. Brighton Group Hosps. H.O.’s -. 46 
H.O. .. 48]Carshalton. Queen Mary Hosp. for 
ANSTHETICS 
Lendon. B.4. ee, 10 42 Hemel Hempstead. West Herts. Jr. Child. P.-t. Reg ~ = 
Middlesex, W ‘” nage Se eS 42 H.M.¢ ; .. 48] Dartford H.M.C. H.O. ra 48 
North East Met. R.H.B. Sr. Reg 43 Leeds i. H.B. Area. H.O. .. 48] Doncaster Royal Infy. Sr. H.O 47 
North Middlesex, N.18. Sr. H S>- 3 Liverpool United Hosps. | H.0.’s East Cumberland ie H.O. 48 
West L a i On Ww , it. 0 r. H.O. : (Temp.) st <s Ra .. 60] Hull Royal Infy. . H.O. or Locum 49 
A ‘ht 4. Mida oO Ue ee ” | Morecambe. Queen Victoria. Sr. H.O. 52] Leeds R.H.B. , +P “H.O! 50 
Bir, Xie *. a os ile <'s Sr. H.0"s 44) Northampton Gen. Sr. H.O. or H.O... 52] Maidstone. Kent ( ounty Ophthalmic 
ote ig el udiey noes. Sr. H.0.’8 45) plymouth. South Devon & Kast & Aural. Sr. H.¢ 52 
Ce a le ig a 46] Cornwall. Sr. H.0. ee St 53 | Manchester RWB. Reg. 51 
Brid ts n —_— 8. ‘ 0. -- 46] Pontefract Gen. Infy. Sr. H.O. 53 | Manchester. West Manc RS H.M.C. 
Bristol. Bo n. Sr. H.t MC. Sc 46 Sallebery Gen. Sr. H.0. “a 54 Pre-reg. H.O... 51 
saris enn Gen. HLMLC. Sr, as Helens, Lancs. Sr. H.O. 55 Shrewsbury E.N.T. Sr. H.O.. 54 
ss St ° e* °» a Warwick, Sr. ay 56 | Swansea. Sr. H.O. — 
nat mg St. Helier. Locum Reg. 4 Wolverhampton H.M.C. H.O. 56| Truro. Royal Cornwall Infy.  Pre- 
Cro 2 i 75 oun it Pa a * ‘7 Wrexham. War Mem. Jr. H.M.O. 56 reg. H.O 55 
Doncaster Royal infy. Sr. f.0. 47 | CHEST AND TUBERCULOSIS Wolverhampton H.M.C. H.0. . 
7 ‘ sU s 
Dudley, Stourbridge & Dist. Sr. H.0. 48] Brompton, oe Sr. H.O. .. 42 | GERIATRICS 
Edgware Gen. Sr. 48 | Highlands, N.21. Sr. H.O. .. -- 42] Brighton Gen. H.O. .. te 46 
Edinburgh Northern Piteias’ Jr. London Chest. Sr. H.O. or Reg. & » | Leeds R.H.B. Area. H.O. _.. a 
“ uM. 0 A oa epee mamaey 48 me a age ag . .- : Windsor. King Edward VII. Jr. 
alifax Area r. H.M.O. mmc 1e8 -- .* “ M.O. ‘€ os et —- = 
— Luton & Hitehin Group Ayipebary. Cc inayat ‘Bucks & Assoc. “4 York A & Tadcaster H.M.C. Jr. 
Cc. Sr. H.O iy - osps -* H.M.O. > ; ce ee 
Hull A Group H.M.C. Sr. H.0. 49 | Bovey Tracey. Hawkmoor Chest. Sr. * 
Kingston-on-Thames, Surrey. Reg... 49 H.0O.’s ; 45 | HEMATOLOGY e 
Lancaster. Royal Lancaster Infy. Bovey Tracey. Thoracic * Surgic ‘al 4s Manchester United Hosps. Reg. 51 
# 4g Centre for Devon. Sr. H.O.. > f 
Leeds A Ganip HLM.C. Sr. 1.0. |. $0|Camborne. Tehidy Chest. #.0. || 46|INFECTIOUS DISEASES 
Leeds R.H.B. Locum Cons. .. _ 41 | Chester. Barrowmore. Jr. H.M.O, .. 47| Leeds R.H.B. Reg... -- 50 
Leods R.H.B. Reg. aes as? 50 | Chester. Meadowslea. Jr. H.M.O. .. 47 | Pertsmouth Group H.M.C. Sr. H.O. 53 
leo ds United Hosps. H.O. .. > ee Dae. i langwyfan. H.O.’s or : Windygates. Cameron I.D. H.O. 99 
anche er R.H.B,  P.-t. Cons. & Sr. Sr O . ' | MEDICINE 
M H. per , -» 41 nee: y, aa one & Dist, |S 7 i H. 0. 48 Guy’s Hosp. & South East Met. R.H.B. 
Mane he 4 SR PT Read fe gmp mrss 69 | agtts, ee " 1 
se CACS én ~ . Re . Middlesex, w.1. ” Reg. 43 
- oF ok : : . —S* 52 x. sioirongh. Se otton Banks. Sr. 49 North Middlesex, N.18. H.0.. 43 
Man as tle Rr. aioe a : ‘ hag =) Leeds KR. H.B. tex. : 50) — _ st Met. R.H.B. P.-t. Sr. 
stle R.E teg, & Reg 2 | 100Gs Kt. : ge ee H.) ; cf ey, wl 
nee et ener _ Z2. oe rH ‘aes Re ry Hosp. & Chest 49 | Queen.  <« 8 Hosp. ‘for East End, 
~ : A. Awenl, or. Ue. +s 96 . , — <5 > an E.15 a... 4 fe ~- 
Northampton Gen. H.O. a .. 52] Maidstone. Lenham San. Sr. H.0... 52 N Oo. ; 
Fiymemh.  Semth, Deven & East | enon. Fuses Bee at oe, lg : O. ae 
P ‘ ——— S — de +* = . ame ee sl R HB. i _&. nexpenr 51 Birmingham. Little Bromwi ich. Sr. 
Redhill County. Sr. H.0. .. 33 Mansfield. Ransom San. Sr. H.0. 8é 51 Bishop s Stortford & Dist. HO + 
Rochdale. (Birch Hill. 9 Bt. HO. 53 meg ko eng as —_ Joint San. 51 | Bishop’s Stortford. Haymeads. H.O. 44 
ee ie a. ity Gen. Sr, HO. |... Od ion Avg ing Cody HO. ** 235] Bournemouth. Royal Vic. H.O ae 
s ri ws Ury . Royal Salop Infy. & _ Oxtord U: to ‘on ‘ oid. R Ss 33 Colchester. Essex County. H.O. 47 
os nesthesne. .” H.C ». ve -— & + ge a _ _ t om - reg. 2? | Cuckfield.” Sussex. Sr. H.O. .. 17 
South West Met, TilB. Sr. u 1.0. 41 | Southampton Chest... Rox 54 | Dartford H.M.C. _H.O. as 
Subnanwa’ @ . SO. ee ‘+ 34 | Deal. Victoria. Sr. H.O. .. 47 
a "* 33|St. Helens. Eccleston Hall. Sr. H.O. 55 | Doncaster. Western. Jr. H.M.O. 47 
Swine ‘Wis H1.0.'s 33 | Wakefield,  Pinderfields Gen Sr. | Epsom Dist. H.O.  .. - 48 
haa ictoria. Sr. H.O 55 . ny ele L inc - aa s Gen. Sr. - Glasgow. Foresthall. Jr. H.M.O. 48 
arwic kshire. S. Warwickshire Hosp. _ HH. s & Locum Sr. -- %] Great Yarmouth & Gorleston Gen. 
Group. Sr. H.0.’s 6 Yorkshire. East Riding i, M.C. H.O. 57 Sr. H.O f 48 
CASUALTY DENTAL SURGERY Hull. Kingston Gen. Sr. H. oO. 49 
German, E.8. Sr. H.0O. 42) Hosp. for Sick Child., W.C.1. Sr. H.O. 43] Leeds R.H.B. Area. H.O.’s .. 50 
Hackney, E.9. H.O.’s.. .% -. 42] Plymouth. South Devon & East Leeds R.H.B. Locum Regs. 50 
— cree Sr. H.O. or H.O... 42 Cornwall. H.O. o« .. 53] Leeds meee) ane: < 50 
oplar, E.14. H.O. .. ‘x 43 Leeds Unitec osps. Reg. 50 
Princess Beatrice, S.W.5. H.O. 43 Birmingham (nied ——— 44 Liverpool. Bootle. H.O. as 51 
Ashford. Kent. H.O... a 43 | 7s oeds R.H.B. Area. H. 3° a a 59 | Lymington. Hants. Sr. H.O.. 51 
Bath. St. Martin’s. Sr. H.O 45 Nettinghen, City Hosp. & ‘Skin Clinic, © | Manchester R.H.B. Reg. 51 
Birmingham R.H.B. Reg. .. «so an ° ;9 | Manchester United Hosps. Reg 51 
—— . wee Sussex sags c EAR, aon anp “moat “ | Motherwell, Hamilton & Dist. %. oO. M. . 
re-reg. H.O... ‘ Te. Jr. H.M.O. 51 
Chelmsford & Essex. Sr. H.O ... 47] Hosp. for Sick C hild., W. = 1. Sr. H.O. 43| Newark Gen. Sr. H.O. 52 
Chesterfield Royal. Pre-reg. H.O. or Royal Northern, N.7. . H.O. .. 43] Newport, I.W. St. Mary’ s BO.. .. 92 
Sr. ; 46| Ashford. Middx. H. Oo. . 44| North East Met. R.H.B. Sr. Reg... 43 
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Nuneaton. George Eliot. Sr. H.0. or | North East Met. R.H.B. P.-t. Sr. Reg. 43] Cambridge. Addenbrooke's. Sr. Reg. 46 
Nuneaton. Manor. Pre-reg. H.O. .. 53| Quee rt: lizabeth ae. for Child. M.C. a Kent & Canterbury. 
> Jevon ‘ . Ss. 43 oO. .. .. 46 
a —, on Devon & East are ( ‘hild’ s. H.0.’s : 46 | Carshalton. Queen Mary’s Hosp. for 
>, ce : erby. Derbyshire Child’s “H.O. 47 Child. 46 
ee — n Ale xandra, Sr. 53 Hemel Hempstead. West ite ae. H.O. 48 | Chesterfield Re val. Pre- reg. ‘H.O. 46 
Redhill Gounty. Ce ae Leeds R.H.B. Area. H.O 50 | Croydon. Mayday. H.O. 47 
Sheffield United Hosps. * Se. a 54 Luton & Dunstable. (¢ ‘hild’s "Annexe. Darlington Mem. Sr. H.O. & H.O 47 
Swansea. Mount Pleasant. Jr. Hi. M. 0. 55 Ae a .. 51] Dover. Royal Victoria. H.O... onl ae 
Tunstall. Burslem, Haywood & Tun- ~— & Hitchin Gromp ot - Heape. Dovercourt. Harwich & Dist. Sr. 
War Me 55 e . 51 O. ; 47 
woe Ad fy a 56 Oxford United Hosps. Reg. “ 53 | Dudley, Stourbridge & Dist. Sr. H.O. 
Wigan. Royal Albe rt Edward Infy. Plymouth. South Devon & East & Pre-reg. H.O.’s 48 
H.O. . 56 Cornwall. H.O. aa 53 | East Cumberland H.M.C. H.O. 48 
Windsor. ‘King ‘Edward VII. H.O 55 Scotland. Northern R.H.B. Cons. 42 | Guildford. Royal Surrey ( ‘ounty. H.O. 48 
Yorkshire. East Riding H.M.C. H és 27 | Shrewsbury. Royal Salop Infy. Sr. Halifax. Royal Halifax Infy. Sr. H.0. 49 
— 2 sa H.O. or H.O... ~ hs 54) Hastings anaes of Hosps. Locum 
NEUROLOGY Stoke-on-Trent. City Gen. H.O. 54 Surg. O. os 
Middlesex, W. 1. Sr. Reg. 42] Whiston. County. H.O Haverfordwest. Pembroke “County 
Leeds R.H.B. Area. H.O. 50 | Windsor. King Edward. VII. “RO: cs OO 8 War Mem. H.O. —_— 
OBSTETRICS AND YNACOLOGY ereford. County. H.O. 49 
eee tee ae ao 43 | PATBOLCOY ee tats Hounslow. Middx. H.O. .. 49 
Middlesex, Wi. Ree ‘ 42 — Garrett Anderson, N.W.1. ‘2 Hounslow. Middx. Locum Reg. 49 
North West Met. > . : att wosis “* =| Hove Gen. H.¢ os o's oes 
North West. Met. Ri. B. re t. Cons, rt 2. St. Martin’s. Sr. H.O... : 49 | Hull Royal = Sr. H.O. or Locum 49 
Gavin Matias. oe i... * Bio & Rossendale H.MC. Sr. H.O. 46) Hull. Vic. Hosp. for Sick Child. 
East Cumberland H.M.C. i. ‘0. 48 : encamter Royal Infy. Reg... . 4 Locum H.048 “ .. 49 
: Grimsby Gen. Sr. H.O. (48 Romford. “Oltchurch Sr, HO. 1.53 a Re -degenenen 
Leeds R.H.B. “A. Be .. 50)e Bete y sre ceuinird ME ag : =a 0. .. oe ° 7 _. 8 
—— = Ee. Bt 7 ° 50 Truro. Royal Cornwall Infy. Sr. H.O. 55] Lancaster. Royal Lancaster Infy. 
Manchester K.H.B. Sr. Reg 51 | PHYSICAL MEDICINE .: a. Oe 
* vowoastie Gen. H.O. .. 52] Enfield. Chase Farm. P.-t. Clin. Asst. 48 le aming on. Warne ford Gi Gen. H.0. +4 
sdruth. _¢ »-Re 0. 5! poe wage may Se 
; Stoke-on- Ten Cy Gene bree 8 | PSYCHIATRY Leeds R-H-B. Locum Regs. 50 
. H.C ~. 54] Birmingham R.H.B. Reg. .. 45] Leeds R.H.B. Regs. .. oe -- & 
6 Ww aketeld. Pinderfields Gen. Locum Birmingham. Winson Green. Jr. ernen. bootie. Sr. H.0O. & H.O. 51 
O. 6 _ cay 45 | Lianelly. 0 ee os “ss 
> Ww ~ster Bristol ( ‘linie al Area. Sr. Reg. .. 46] Louth. Co yunty Infy. Sr. H.0.& H.O. 50 
: inchewicr. Royal Hants “County; 56 | Chesterfield HM.C.” Jr. H.M.O. :. 46 | Maidstone. West Kent Gen. Sr. H.0. . 52 
~4 Epsom. Horton H.M.C. Reg ee, anchester R.H.B. Reg. 51 
4 OPHTHALMOLOGY Epsom. St. Ebba’s. Reg. .. 48] Manchester. West Mancheste r H.M.C. 
~ Birmingham & Midland Eye. H.O. & Glasgow. Hawkhead (Me ntal). Jr. Sr. H.0. 51 
4 8 1.0. a -. 44 H.M.O. > .. 48] Mansfield & Dist. Gen. ” pre-reg. H.O. 
Bristol U pred Hosps. “AL +" Py -» 451] Glasgow. Stobhill. H. 0. 8 i or Sr. oO. ie S| 
Leeds R.H. Area. H.O.’s -. 50] Hereford. Burghill. _HM.O. .. 49 | Morecambe. Queen Victoria. Sr. H.0. 52 
1 Manchesier eal Bre. wtail Rees. 54] "HMG” Mooriniven HAC. Je a * option ep hamegionecde™ 
Sc - Western R. 3 egs. 9 M.O. ¢ pail igs > 19 & H.O. . 52 
, Sheffield United Hosps. Sr. Reg. .. 54 Leeds R.H.B. Locum Regs... 50 | Newton Abbot. S&S. De von. H.O. 53 
‘ Wolverhampton H.M.C. H.O. .. 56] Leeds. Scalebor Park. Sr. H.O. 50 | Northampton Gen n. H.O. + 52 
A ORTHOP ZDICS Liverpool R.H.B. Cons. 41 Nottingham City. H.O. 52 
. Hosp. for Sick Child.. W.C.1) Sr. H.O. 43 Norwich. Hellesdon. Sr. H.O. 52| Nuneaton. Manor. H.O. 53 
5 King Edward Mem., W.i3. Sr. H.0... 42] Scotland. Western R.H.B. Reg. .. 54| Oxford R.H.B. Sr. Reg. _.. 53 
6 North East Met. R.H.B. Sr. Reg... 43] St.,Albans. Napsbury Mental. Sr. Penzance. West Cornwall. Sr. H.O 53 
; St. James’, S.W.12. Sr. H.O. 43]. H.0.’s. . ._._.. 65] Bensamce. West Cornwall. HO... 53 
Westminster, S.W.1. Sr. Reg. "* 43] Wore eater, , Powick Mental. Locum ie oo a De —. & East 
6 sy Bridge. Jr. H.N 56 ‘ornwall. Sr O. & H.O.’s - 68 
0 Appley eappeallll . Ww ane. ine 44 Worcester. Sowils k Mental. ea M. oO. 42 | Pontypool & Dist. Jr. H.M.O 53 
Ashford. Middx. H.O. “* 44| York A & Tadcaster H. M ve Jr. Poole Gen. Pre-reg. H.O.’s_.. -- 53 
5 Aylesbury. Royal Bucks & Assoc. H.M.O. + i ty A Dt Naa ne AMC. Ge. H.O... 88 
“H af” S f ‘ tedruth. Camborne-Redruth. Sr. H.O. 53 
, Bath R —y U TP ge H. ‘0. Ht RADIOLOGY > | Sheffield R.H.B. Locum Reg. Pn 
| Bath. Royal United & Bath &'Wessax | Middlesex, Wit. Regs... 2-42] Shrewsbury. “Royal Salop Infy. H.0. 54 
Ortho. Sr. H.O. 415 a Soe Hosp. Group. Reg. & ¥ Stockport. Stepping Hill. Sr. H.O. 55 
l Ss . 5 Ms +e ee -+ 491St. Helens, Lanc’. H.O. 55 
peewee 20. ~ - item cee Gee 31 | Taplow. ‘Canadian Red Cross, Morn 
: eT See é as ‘ eae = 55 
0 — & East Dorset H.M.( ‘ig Manchester R.HB. & United Hosps. we Tapiow. Canadian at teces ie th. 
‘ + t _ Sr. 2 -_ ’ o] Reg. a 55 
5 Bedford. Royal Inty. i iH oO. & H. 0. . ¥ Scotiand. Western R.H-B. Sr. H.M.O. 42 | Tredegar Gen. Sr. H.O. 55 
Braintree. Black Notley. Sr. H.O. & Chetied 5.5. Sr. Hes. ' -- 54] Wake fie ue. Clayton. Sr. H.O. & Locum 
: ; 4g | RADIOTHERAPY H.0." ; 56 
2 Coventry & Warwic shire. Sr. “H.O... 46} Hammersmith, W.12. H.O. .. 42 | Wakefie id Gen. "Sr, 1.0. a6 
3 Dartford H.M.C. Sr. H.O. & H.O. 48 | London, E.1. Sr. H.O. 42 | Wake _ Pinderfields Gen. Locum 
3 East Cumberland H.M. o it. oO. 48 | RHEUMATOLOGY eRe LO. . -- 56 
Ipswich. East Suffolk & Ipswich. Bath. Royal Nat. Hosp. for Rheu- ae oe n. HO. aa 
Sr. H.O. & H.O. ) in Tianhe te) = . arrington Infy. H.O. 56 
1 2 aks H. ee cS? 50 matic Diseases. Sr. H.O.’s.. -. 45] Welsh R.H.B. Reg. .. 56 
5 Leeds R.H.B. Reg. ** * 50 | SURGERY Worthing. Sussex. Sr. H.O. 57 
rt Liverpool U nited Hosps. Sr. H.O. Central Middlesex, N.W.19. m Oo. .. 42] Wrexham. Maelor Gen. H.O 56 
Reg. & H.O.’s (Temp.) * 51] Hosp. = Sick Child., W. Sr. Wrexham. War Mem. H.O.. “ 6 
4 Newcastle Gen. Sr, H.O. ; tele H.0. . . en orkshire. East tiding .M.C. v 
5 Northampton Gen. H.O. ; a Manor House, N.W.11. R.S.O. -- 42 H.0.’8 i. +» 57 
1 Nottingham Gen. Sr. H.0. ‘ 59 | Middlesex, W.1. Regs. Se 42/43 | Douglas. Noble’s Isle of Man. H.0... 57 
t Reading & Dist. H.M.C. Sr. H.O. .. 53] North East Met. R.H.B. Sr. Reg. .. 43 
5 Sheffield. City Gen. Reg. * 54] North Middlesex, N.18. Locum Reg. 43 | UROLOGY 
: Sheffield United Hosps. Reg. "* 54] Princess Beatrice, S.W. H.O. .. 43] Hastings & St. Leonards, Buchanan. 
; Shrewsbury. Royal Salop Infy. Sr. Royal Free Hospital Saal Re 2 ti Oe Sr. H.¢ : a > a Se 
g Saas “3 ee “cag” 3 Mieholee és ait — H.¢€ 43 | Leeds R. in B. Area. H.O. 50 
“4 Stoke-on-Trent. North Staff: . icholas, S.E _ ‘ 43 
7 Inf fy. ‘0. ene » ” net ae 55 | Whittington, N.19. H.O. & Reg. . 44] GENERAL 
8 Swansea. Morriston. Sr. H.O. 55 | Altrincham Gen. & Annexe. ~ H.O. 44] U.S.A. Bridgeport, Conn. St. Vin- 
g Swansea. Sr. H.O. ** 55| Ashford. Willesborough. H.( 44 cent’s Internships 57 
. Truro. Royal ( ‘ornwall Inty. Sr. —- aye = Giessop HMAC Te: ee a ; os id 
55 | Aylesbury. oyal Bucks & Assoc. ‘ — a 
4 Warwick, H.0. 7 es 56 a Hospe. a0. Sr. HO. z .. 44) PUBLIC APPOINTMENTS 57 
- V - , . . at St. eaten s es. H.0. 45 = . — P 
o V ae Royal Hants ‘County. 56 | Bedford Gen. H.0 ; fs 1¢ | GENERAL PRACTICE 58 
- w M Sr H.C Bexhill-on-Sea, Sussex. H.O.’s 44 ‘ y soe 
0 Ho. sehampton H.M.C. Sr. H.O. ~ ;¢ | Birmingham Accident. H.O.’s 44 | MISCELLANEOUS 58 
1 Yorkshire, East t Riding H.M.C. Sr. Birmingham R.H.B. Regs. .. -<) oe 
1 Te _. 57] Bishop’s Stortford. Haymeads. Pre- 
reg. A oe : 44 
: PADIATRICS ea ; Bradford. Luke’s. H.0.’s . 46 The Terms and Conditions of Service of 
World Health Cugaptentiom. Peedia- Bristol. ¢ aioe Mem. Sr. H.O. .. 45| Hospital Medical and Dental Staff apply to 
1° trician ht :» 41] Bury & Rossendale H.M.C. Sr. H.O. all N.H.S. hospital posts we advertise, unless 
4 ap. agg Sick Child., W.C.1. | Sr. : & Pre-reg. H.O. $4 .. 46 | otherwise stated. Canvassing disqualifies, but 
2 H.¢ ° 43 Caerphilly Dist. Miners. Sr. H.O. & candidates may normally visit the hospital 
3 Mididlese x, Ww. er Reg. 43 H.O.’s.. ee 2% =! .. 461 by appointment. 
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Academic and Educational 
UNIVERSITY OF LONDON 


A COURSE OF 3 LECTURES on “* The 
and Differentiation of Skin ”’ will be delivered by Prof. WILLIAM 
MONTAGNA (Brown University ), at 5 P.M., on oN 19TH, and 
218T OCTOBER, at Guy’s Hospital Medical School, St. Thomas’s- 
street, London Bridge, S.E.1. 

Admission free, without ticket. 

JAMES HENDERSON, 





Architecture, Growth 


Academic Registrar. 
EMPIRE RHEUMATISM COUNCIL 


The AUTUMN WEEK 
Stanley Institute, 
road, N.W.1 





K-END COURSE will be held at The Arthur 
Middlesex Hospital, Peto-place, Marylebone- 
(Great Portland Street and Regent’s Park Under- 








ground Stations), on FRIDAY and SATURDAY, 13TH and 14TH 
NOVEMBER, 1953. 
LECTURE-DEMONSTRATIONS 
Friday, a November 
5 P.M... Introduction A es ..W. S. C. COPEMAN, 
O.B.E. F.R.C.P. 
(C hairman) 
4.30 p.M...Rheumatism in the Popu-..J. KE LLGREN, 
lation F. - .P., ¥.R.C 
5.30 P.M... Rheumatoid Arthritis .. ..E. G. L. BYwaTERs, 
Ae. ’P 
Saturday, 14th November 
10.154.M...Physical Methods in the..H. A. BURT, F.R.Cc.P. 
Treatment of Rheumatic 
Diseases 
11.30 4a.M...Gout - ae is ..G. R. FEARNLEY, 
M.R.C.P. 
2 p.M...The Intervertebral Disc . OSWALD SAVAGE, 
O.B.E., M.R.C.P. 
3 P.M...Orthopeedic Aspects of the..J.C. R. HINDENACH, 
Rheumatic Diseases F.R.C.8. 
4.15 p.M...Osteo-arthritis .. a aN DUDL EY Hart, 
F.R.C. 


The fee for the course will be 2 guineas, limited . 60 entries, 
to be received with remittance, at least 1 week before by the 


General Rheumatism Council, Tavistock 
House W.C.1 


UNITED MANCHESTER HOSPITALS 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13 


Secretary, 


Empire 
(N), 


Tavistock-square, 


CLINICAL RESEARCH FELLOWSHIP 

are invited from medically qualified persons 
for a Full-time CLINICAL RESEARCH FELLOWSHIP for 
work on the clinical and laboratory aspects of Heemophilia. 
The research will be carried out in the University Department 
of Hematology at Manchester Royal Infirmary under the 
supervision of the Director, Dr. John F. Wilkinson, and the 
ward, outpatient and laboratory facilities of the Department 
will be available to _ Fellow. The stipend will be £800 
£1000 p.a. according to age and experience, and the appoint- 


ment will be for 1 year in the first instance and may be renew- 
able annually up to 5 years. 


Applications 


Applications should give details of previous training and 
experience, though these need not be in the special field of 
blood diseases. The names of 2 referees should be given. 


Applications should be addressed to the undersigned to reach 
him not later than 3ist October, 1953 


. J. CABLE, Secretary to the Board of Governors. 


COURSE IN BONE IN HEALTH AND DISEASE 
at the 
INSTITUTE OF ORTHOPADICS 
16TH-2Z1IST NOVEMBER, 1953 


General affections of the..Mr. H. J. 

| adult skeleton 
The kidney and 
diseases 
General 
bone 

| General clinical demon-..Mr. D. 
stration 


BURROWS 


16th November bone. .Dr. R. NASSIM 


lown 
Section 


properties of..Dr. H. A. 


SISSONS 


TREVOR 


;Chemistry of bone and..Dr. T. F. Drxon 
{| biochemical diagnosis 
" ees ,» _of general bone diseases 
a kant san Response of bone and..Dr. C. H. Lack 
Section cartilage to infection 
: Metabolic cases. . .. Dr. R. Nassim 


| General clinical 
stration 

( Osteomyelitis — se 
Rare bone infections ..-Mr. H. J. SEDDON 
Radiology of secondary..Dr. F. C. GOoLbDING 
deposits in bone 

Osteoporosis ose 


demon-..Mr. J. I. P. JamMrEs 


18th November J. SEDDON 
Town 


Section 


. F. H. STEVENSON 


19th November | Congenital disorders of. .Mr. A. T. FRIPP 
Country the skeleton 
Section | General clinical demon-..Mr. P. H. NEWMAN 


stration 
Recent advance in the..Dr. H. A. 
pathology of tumours 
of bone 
Bone tumours (clinical)..Mr. K. I. Nissen 
Bone repair < ..Dr. H. A. Sissons 
| Bone grafting and in-..Mr. H. J. BURROWS 
ternal prostheses 
November | Rheumatoid arthritis De. 2 
Town Reticuloses affecting ..Dr. R. 
Section bone 
The fee for this course (including lunch and tea) is 7 guineas. 
Early application should be made to the Dean, at 234, Great 
Portland-street, 


SISSONS 


| 
20th November 
Town 
Section 


21st 


SISSONS 


. MURRAY 
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INSTITUTE OF ACCIDENT SURGERY 


(in conjunction with the Board of Graduate Studies, The 
Medical School, University of Birmingham) 
COURSE IN TRAUMATIC SURGERY 
BIRMINGHAM ACCIDENT HOSPITAL—7TH-1LITH DECEMBER, 1953 
Monday, 7th December 
2 p.M...Introduction: Problems and. .Mr. WILLIAM GISSANE 
Principles Governing the 
Repair of Acute Injuries to 
the Locomotor System at 
the Acute Phase 
3 p.M...The Open Wound : ..Mr. RvuscoE CLARKE 
4.30 p.mM...Major Hand Injuries .. .-Mr. J. S. HORN 
Tuesday, 8th December 
10 a.M. ..Principles of the Treatment. .Mr. WILLIAM GISSANE 


of Fractures 
.-Lecture 
Fractures 


11.30 a... 


2 p.mM...Fractures of the Upper end. 
of the Femur 
3 p.m...Lecture Demonstration :. 


Fractures 
Wednesday, 9th December 
10 a.m... Tour of the Hospital 
11.30 a.m..." 
Nerve Injuries seen at the 
Acute Phase 


2 p.m.. .Some Orthopedic Considera-. 
tions in the Treatment of 
Burns 
3 p.m...The Pathology of Shock in.. 
Trauma 
Thursday, 10th December 
10 A.M... Open Fractures 


11.30 A.M. 
and Treatment of Shock 
following Trauma 

.The Role of the 
in the Treatment of Injuries 

3 P.M...Infection and Trauma 

F velea lith December 

10 a.M...Closed Injuries to 
Joints 
. Rehabilitation 
. Head Injuries . . 
.Class, Conference 


2 P.M.. 


11.30 A.M.. 
2 P.M. 
3 PM. 


Demonstration :. 


The Treatment of Peripheral. 


.Principles of the P: reve ntion. 


Anesthetist . 
.Dr. E. J. L. 


Major..Mr. RUsSCOE 


.-Mr. H. Proctor 


.Mr. WILLIAM GISSANE 
.-Mr. J. H. Hicks 

.Mr. J. S. HORN 

-Mr. D. M. JACKSON 
Dr. J. P. BULL 

.Mr. F. G. BADGER 
.Mr. RuscorE CLARKE 
.Dr. J. R. Rook 


LOWBURY 


CLARKE 


.Mr. F. G. BADGER 
.Mr. J. M. SMALL 


The fee for the Course (including lunch and tea) is 7 guineas, 


payable to the University of Birmingham. 

Secretary, 
Accident 
Birmingham, from whom further particulars may 


Application should be 
Accident Surgery, 


made to the 


Birmingham 


Institute ‘of 
Hospital, Bath-row, 
be obtained. 


INSTITUTE OF CARDIOLOGY 


SPECIAL COURSE 


IN CARDIOLOGY to be held at the National 


Heart Hospital, Westmoreland-street, W.1, from 23RD NOVEMBER 


to 4TH DECEMBER, 1953. 
Monday, 23rd November 
9.30 a.M.. .Congenital Heart Disease I. . 
11 A.M... Rheumatic Heart Disease. .Dr 
2 p.M...Outpatient Clinic 
Tuesday, 24th November 
10.154.M...Outpatient Clinic 
2 p.m...Outpatient Clinic 
Wednesday, 25th November 
10.154a.M...Ward Teaching 
2 p.m... Outpatient Clinic 


Thursday, 26th November 
9.30 A.M... Heart Failure 
11 a.m... Angina Pectoris 
2 p.m...Outpatient Clinic 
Friday, 27th November 
9.30 a.M...How to Feel the Pulse. 
11 a.M.. . Examination of the Cardio-. 
vascular System 
2 pM... Outpatient Clinic 
Monday, 30th November 


9.30 a.m...Congenital Heart Disease. . 


11 a.M... Rheumatic Heart Disease. . 
II 
2 p.M...Outpatient Clinic 
Tuesday, Ist December 


10.154a.M...Ward Teaching 
2 p.M...Outpatient Clinic 
Wednesday, 2nd December 
10.15 4.M... Outpatient Clinic 
2 p.M.. .Outpatient Clinic 


Thursday, 3rd December _ 
9.30 a.M...Cardiac Infarction 





ir. AUBREY 
r. PAUL Woop 


oe DD. 


.Dr. 
.Dr. PAUL 


.Dr. WILLIAM 


r. MAURICE CAMPBELL 


WILLIAM EVANS 


r. GRAHAM HAYWARD 


LEATHAM 


AUBREY 


° LEATHAM 
r. MAURICE ( 


‘AMPBELL 


.Dr. WALLACE BRIGDEN 


. GRAHAM HAYWARD 
EVAN BEDFORD 
D. EVAN BEDFORD 


Woop 

EVANS 
rp. MAURICE CAMPBELL 
WILLIAM EVANS 


. GRAHAM HAYWARD 


PauL Woop 


. WALLACE 
. MAURICE ( 


BRIGDEN 
‘AMPBELL 


*, GRAHAM HAYWARD 


11 a... .Clinico - Pathological Con-. . AUBREY LEATHAM 
ference REGINALD Htpson 

2 p.M.. .Outpatient Clinic .-Dr. D. EVAN BEDFORD 
Friday, 4th December 
9.30 a.M...Pulmonary Heart Disease..Dr. D. EVAN BEDFORD 

11 a.M... Hypertension PatL Woop 

2 p.M.. .Outpatient Clinic : 4 WILLIAM EVANS 

The fee for the course is 12 guineas. 

Applications should be sent to the Dean at 35, Wimpole- 
street, W.1. 5 

L 

FINAL EXAMINATION :  $ ; . 9th November, 7th 
December, 1953, 11th January, 1954. MEDICINE, PATHOLOGY, 
16th November. 14th December, 1953, 18th January, 1954. 
MIDWIFERY, 17th November, 15th December, 1953, 19th 
January, 1954. MASTERY OF MIDWIFERY, May and November. 
DIPLOMA IN INDUSTRIAL HEALTH, July and December. 

For regulations apply aa Apothecaries’ Hall, Black 


Friars-lane London, F.C 
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ROYAL FREE HOSPITAL SCHOOL OF MEDICINE, 
Hunter-street, London, W.C.1. Applications are invited from 
registered medical practitioners (Men or Women) for the 
appointment from Ist January, 1954, of LECTURER IN 
BACTERIOLOGY AND HONORARY ASSISTANT PATHO- 
LOGIST to the Royal Free Hospital Teaching Group. Duties 
include both teaching and hospital diagnostic routine. 2 or 3 
years experience in bacteriology essential. Salary £900-£100- 
£1100 p.a. with superannuation benefits and family allowances. 
Applications (9 copies), stating age, qualifications and experi- 
ence, with 9 copies of 3 testimonials, to be sent to the Secretary 
at the above address not later than 17th October, 1953 


WORLD HEALTH ORGANIZATION. Applications are 
invited from candidates with higher medical qualifications and 
specialist experience in pediatrics for the post of PASDIA- 
TRICIAN to work in the All-India Institute of Hygiene and 
Public Health, Calcutta. Candidates should be over 35 years of 
age, and should have ability to teach in English at both under- 
graduate and postgraduate levels. The selected candidate will 
be appointed by W.H.O. as 1 of a team of 8 international staff 
who will work with national counterpart staff in the Department 
of Maternal and Child Health of the Institute. The Peediatrician 
will also collaborate with the Professor of Peediatrics in the 
Medical College for clinical studies in pediatrics. He (or she) 
should preferably have a public-health qualification, and should 
be particularly interested in the social and public-health aspects 
of paediatrics. Previous experience in a tropical country would 
be an advantage, but is not essential. The initial contract would 
be for a period of 2 years with a salary approximately equivalent 
to 7300 U.S. dollars p.a., plus allowances. 

Further information can be obtained from the Chief, Personnel 
Section, World Health Organization, Geneva, to whom written 
applications should be addressed. 


UNIVERSITY OF LONDON. The Senate invite applica- 
tions for the CHAIR OF MORBID ANATOMY tenable at 
St. Mary’s Hospital Medical School (salary within the range 
£2250-£2750 a year). 

Applications (10 copies), must be received not later than 
4th November, 1953, by the Academic Registrar, University of 
London, Senate House, W.C.1, from whom further particulars 
should be obtained. 


UNIVERSITY OF BRISTOL. Senior Technician required 
for Histology Laboratory. Must have experience in the main 
branches of histological technique and also in photomicrography. 
Salary £450-£550 according to qualifications and experience. 

Apply_to the Professor of Anatomy, University of Bristol, 

Bristol, 8. 
UNIVERSITY OF BIRMINGHAM. 
Applications are invited for the 
EXPERIMENTAL PATHOLOGY (grade II—clinical). The 
appointment is a whole-time one and the salary range is 
£600-£1500 a year. Commencing salary according to experience. 
Duties will include teaching of pathology to medical and dental 
students, and coéperation in special forms of clinical investiga- 
tion of patients in the United Birmingham Hospitals. Applicants 
must possess a medical degree, and science or higher degrees 
will be taken into account. 

Applications (12 copies), with the names of 3 referees, should 
be received by the Assistant Registrar, The Medical School, 
Birmingham, 15, not later than 17th October, 1953. Further 
particulars may be obtained from the undersigned. 

C. G. Burton, Secretary. 

Edmund-street, Birmingham, 3, September, 1953. 
UNIVERSITY OF EDINBURGH. Applications are 
invited for the appointment of SENIOR LECTURER in the 
Department of Surgery. The successful applicant will be given 
an honorary appointment as a Consultant by the South Eastern 
Regional Hospital Board, Scotland, with duties as an Assistant 
Surgeon in the Professorial Unit at the Royal Infirmary. Salary 
will be at the rate of £2000-£2500 p.a., with superannuation 
benefit and family allowance where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications giving the names of 3 referees, should 
be lodged as soon as possible but not later than 31st October, 
1953. CHARLES H. STEWART, Secretary to the University. 


THE UNIVERSITY OF LEEDS. Dental Schoo! and 
HOSPITAL. The Council will shortly make an appointment to 
the NUFFIELD RESEARCH FELLOWSHIP IN ORAL BIOLOGY ; 
applications are invited: from Biochemists or Biologists with 
suitable qualifications. An appointment will be made on the 
grade either of LECTURER (£550—-£50-£1100) or of SENIOR 
LECTURER (£1000-£€50-—£1400), according to qualifications 
and experience, 

Applications (3 copies), stating age, 
experience, together with the names of 3 referees, should reach 
the Registrar, The University, Leeds, 2 (from whom further 
particulars may be obtained), not later than 9th November, 1953. 


THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for the JOSEPH HUNTER CHAIR OF PATHOLOGY. 
The appointment is a whole-time one and the salary, which will 
be fixed when the appointment is made, will be in the range 
£2250-£2750. In addition to his teaching and research duties, 
the Professor will be expected to act in a consultative and 
advisory capacity to the pathological services of the United 
Sheffield Hospitals, and to be responsible for the provision, 
through his department, of the service in morbid anatomy 
required by the Royal Infirmary Unit of these hospitals. He 
may expect to receive from the Board of Governors of the 
United Sheffield Hospitals an honorary contract carrying 
Consultant status. 

Applications (30 copies—1 copy only from overseas candi- 
dates) with the names and addresses of referees, and, if desired, 
copies of testimonials, should reach the undersigned (from whom 
further particulars may be obtained) by 12th December, 1953. 

y V. CHAPMAN, Registrar. 


Faculty of Medicine. 
post of LECTURER IN 





qualifications and 





Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. THE ROYAL LONDON HOM(CEOPATHIC HOSPITAL, 
Great Ormond-street, W.C.1. A vacancy exists on the medical 
staff of the above Hospital for SENIOR HOSPITAL MEDICAL 
OFFICER, for 2 half-days a week in the Outpatient Department. 
Candidates should be Fellows or Members of the Faculty of 
Homeceopathy. Salary scale £1300 (at age 32)-£1750. Hospital 
may be visited by direct appointment. 

Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 11a, Portland-place, W.1, by 13th November, 


1953. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. GYNXCOLOGIST (Consultant) required at 
New End Hospital, N.W.3, for 1 half-day a week (may be 
increased to 2 half-days later). The successful candidate would 
have charge of 12 Beds. Hospital may be visited by direct 
appointment. 

Detailed applications, including date of birth, and names of 

3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 13th November, 
1953. 
LEEDS REGIONAL HOSPITAL BOARD invite applica- 
tions for the post of Locum Tenens CONSULTANT in Anes- 
thetics for duties in the Thoracic Surgical Unit at the Castle 
Hill Sanatorium, Hull. The post will be tenable for a period of 
approximately 6 months commencing on 12th October, 1953 
or as soon as available thereafter. . 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Park-parade, 
Harroeate, as soon as possible. 








LIVERPOOL REGIONAL HOSPITAL BOARD. Win- 
WICK HOSPITAL. Applications are invited for the post of Whole- 


time CONSULTANT PSYCHIATRIST with duties at the 
above Hospital. Applicants should possess the D.P.M. and 
have had at least 7 years approved psychiatric experience 


including practical knowledge of outpatient work and experience 
in electroencephalography and in the interpretation of records. 
Possession of a higher qualification in general medicine will be 
considered an advantage. The person appointed will be required 
to live within reasonable distance of the Hospital. 

Forms of application from, and to be returned to, Dr. 
T. Lloyd Hughes, Senior Administrative Medical Officer, Liver- 
pool Regional Hospital Board, 19, James-street, Liverpool, 2, 
to be received not later than 3lst October, 1953. 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of ASSISTANT SENIOR MEDICAL 
OFFICER on the Headquarters staff of the Board. Salary 
£1500-£75(4)-£100-£1900 p.a. The successful candidate will 
be required to devote the whole of his time to his duties and to 
assist the Senior Administrative Medical Offieer with the 
organisation, planning, and development of the Hospital and 
specialist services in the Region. 

Applications, with particulars of age, qualifications, and 
experience, together with the names and addresses of 3 referees, 
should be sent to the Senior Administrative Medical Officer, 
Cheetwood-road, Manchester, 8, by 19th October, 1953. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the following posts :- ; 
CONSULTANT ANASTHETIST, Lancaster and Kendal 
Hospital Centre. 9 half-days weekly. Successful candidate will 
be responsible for the organisation of the Anesthetic Services 
and will undertake anzesthetic sessions at the Royal Lancaster 
Infirmary, Queen Victoria Hospital, Morecambe, and the 
Westmorland County Hospital, Kendal. p 
ASSISTANT ANAESTHETIST, West) Manchester Hospital 
Centre—Park Hospital, Davyhulme (Thoracic Surgery Centre), 
Eccles and Patricroft Hospital, Stretford Memorial Hospital 
whole-time. Salary £1300-£50 £1750 p.a. Successful candidate 
will work under general direction of Group Consultant. - 
Application forms from the Senior Administrative Medical 
Officer, Cheetwood-road, Manchester, 8, to be returned by 
26th October, 1953. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications are invited for the post 
of ASSISTANT ANASTHETIST (Senior Hospital Medical 
Officer) to the Saint Mary’s Hospitals at a salary of £1300 (at 
age 32)-£50-£1750. The person appointed will require to under- 
take duties in both the obstetrical and gynecological sections 
of the Hospitals, but his/her services are particularly required 
in connection with the Obstetrical Unite, where the person 
appointed will be required to take a close and personal interest 
not only in the anesthesia for operative obstetrics, but in the 
general measures to relieve the pain of childbirth. 
Forms of application may be obtained from the undersigned. 
The closing date for applications is 30th October, 1953. 
A. R. Wise, General Superintendent. 
Saint Mary’s Hospitals, Manchester, 13. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT ANASSTHETIST 
(Senior Hospital Medical Officer grade) in the Kingston Group 
(duties mainly at Kingston Hospital, Wolverton-avenue, 
Kingston-on-Thames). Work involves considerable amount of 
emergency duties during which successful candidate would be 
expected to sleep in, on a duty room basis, unless private residence 
is so close to Hospital that this would be unnecessary. 
Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (3.1), South West 
Metropolitan Regional Hospital Board, 114A, Portland-place, 
W.1, by 3lst October, 1953. Applicants may visit Hospital by 
local arrangement. 
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SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD invite applications for the post of CONSULTANT 


PAZDIATRICIAN (whole-time). The whole-time nature of the 
appointment will be subject to review after 3 years. 

Schedules of application, obtainable from the undersigned, 
who will also ‘ad further Pe ulars, should be lodged by 
3ist October, 1953 M. FRASER, M.D. 

Secre tary and eee Medical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore Hospital, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT RADIOLOGIST based at Law Hospital, 
Carluke. Salary on the scale £1300-£1750. This appointment is 
subject to the National Health Service (Scotland) superannua- 
tion regulations. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
WORCESTER (near), POWICK MENTAL HOSPITAL. 
(1104 Beds.) Whole-time ASSISTANT PSYCHIATRIST 
(£1300-£1750 p.a.). Wide experience in specialty and possession 
of D.P.M. required. Married accommodation availabie. 

Applications (15 copies) stating name, age, nationality, 
qualifications, present and previous appointments, and details 
of 3 referees, to Secretary, Birmingham Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, before 26th October, 1953. 


Hospital Services : Junior Appointments 


BEARSTED MEMORIAL HOSPITAL (Jewish Maternity 
Hospital), Lordship-road, N.16. RESIDENT OBSTETRIC 
HOUSE OFFICER (third post) required at above Hospital, 
as soon as possible. Obstetric experience an advantage but not 
essential. Post recognised for the D.Obst.R.C.0.G 

Application forms from the Secretary, Tottenham Group 
Hospital Management Committee, The Green, N.15, which 
should be returned at once. 
BROMPTON HOSPITAL, S.W.3. Applications invited 
for the post of ASSISTANT RESIDENT MEDICAL OFFICER 
(Senior House Officer grade). Appointment is for 6 months from 
Ist November. Experience in artificia! pneumothorax essential 
and in E.N.T. work desirable. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, 
by 17th October to KENNETH A. F. MILES, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Surgical 
Department. Appointment for 6 months from Ist December, 
1953. Preference given to candidates seeking pre-registration 
post. 

Applications, with ce mee of 2 testimonials, to Medical Director 
by 17th Oc tober, 195 
ELIZABETH GARRETT “ANDERSON HOSPITAL, 
Euston-road, N.W.1. ROYAL FREE HOSPITAL GROUP. Appli- 
cations are invited from registered Women medical prac oe rs 
for the appointment of JUNIOR RESIDENT ASSISTANT 
PATHOLOGIST. Salary in accordance with the Ministry of 
Health scale for House Officers. The appointment is for 6 
— in the first instance, duties to commence Ist December, 

oo. 








Applications, with copies of 3 recent testimonials, 
sent to the Secretary, 
14th October, 1953. 
GERMAN HOSPITAL, Dalston, London, E.8. (General— 
153 Beds.) Applications are invited for the 12 months appoint- 
ment of CASUALTY OFFICER with anesthetic duties (Senior 
House Officer grade), which is now vacant. 

Apply Group Secretary, Hackney Hospital Management 
Committee, E.9, by 19th October, quoting reference GH/SHO. 
GUY’S HOSPITAL AND SOUTH EAST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
to fill an established vacancy as SENIOR REGISTRAR in 
General Medicine to the South East Metropolitan Regional 
Hospital Board and the Board of Governors of Guy's Hospital. 
Preference will be given to applicants who have held an appoint- 
ment as Registrar in General Medicine at a Teaching Hospital. 
The appointment will be made jointly by the bodies concerned 
and the tenure of the post will be for 3 years. The holder will be 
required to spend the first 2 periods in the Regional Hospitals 
in the Bromley and Farnborough Group and the final year at the 
Teaching Hospital, expiring on 30th Se ptember, 1956. The post, 
which will be reviewed annually, is subject to the terms and 
conditions of service. of hospital medical and dental staffs 
ne and Wales) with duties commencing on Ist December, 
953. 

Forms of application are obtainable from and should be lodged 
with the Superintendent, Guy’s Hospital, London Bridge, S.E.1, 
not later than 31st October, 1953. 
HACKNEY HOSPITAL, London, €.9. (General—807 
Beds.) 2 CASUALTY HOUSE OFFICERS (6 months appoint- 
ments) are required, 1 to act also as House Officer to the 
re Department and 1 as House Officer to the Skin Depart- 
ment. 

Applications from second or third post candidates should 
reach the Group Secretary, Hackney Hospital Management 
Committee, London, E.9, as soon as possible, stating for which 
post application is made. 

HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. HOUSE 
SURGEON (radiotherapy) required Ist December. 
Applications, stating age, qualifications, experience, copies of 
to Secretary, Board of Governors, by 


should be 
Elizabeth Garrett Anderson Hospital, by 


>» 


2 recent testimonials, 
17th October. 
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HIGHLANDS HOSPITAL, Winchmore Hill, N.21. (General 
Hospital—818 Beds.) SENIOR HOUSE OFFICER (resident) 
for T.B. Unit (100 Beds). 
Applications, with copies 
Secretary. 
KING EDWARD MEMORIAL HOSPITAL, Ealing, W.13. 
SOUTH WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (resident), to Orthopedic, Casualty, 
and Fracture Departments. Recognised for F.R.C.S 
Applications, stating age, nationality, 
and details of experience, together 
testimonials, to Group Secretary, 
Isleworth, Middlesex. Closing date 
LAMBETH HOSPITAL, Brook-drive, S.E.11. Applica- 
tions are invited for appointment as RESIDENT CASUALTY 
OFFICER, vacant now. The position is graded as Senior House 
Officer or House Officer, according to experience. 
Forms of application to be obtained from the 
Superintendent at the Hospital. 
LONDON HOSPITAL, Whitechapel, E.1. 
are invited for the post of SENIOR HOUSE OFFICER to 
the Radiotherapy Department. The appointment will be for 
6 months in the first instance at a salary of £670 p.a. 
Applications (6 copies), together with 6 copies of 3 recent 
testimonials, should be received by the House Governor by 
19th October, 1953. 1. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Department of Anzsthetics. The appointment will be for 6 
months in the first instance at a salary of £670 p.a. 
Applications (6 copies), together with 6 copies of 
testimonials, should be received by the 
3ist October, 1953. H. BRIERLEY, 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Applications are invited for the post of Full- 
time MEDICAL REGISTRAR (Registrar grade). The appoint- 
ment is for 1 year in the first instance and is non-resident. 
Duties include attendance at Country Branch near Letchworth. 

Applications, stating age, qualific ations with dates, and 
previous appointments held, with copies of 3 testimonials, 
— reach the House Governor, not later than 16th October, 
195 
LONDON a HOSPITAL. Hospitals for Diseases 
OF THE CHES vacancy occurs Ist December, 1953, for 
RESIDENT SU RGIC AL OFFICER. Appointment for 6 months 
(with prospect of renewal), of which 2 will be at the Country 
Branch, near Letchworth. Post graded as Senior House Officer 
or Registrar, according to qualifications and experience. Previous 
surgical experience necessary. 

Applications, stating age, qualifications with dates and 
previous appointments held, with copies of 3 testimonials, should 
reach the undersigned not later than 16th October. 

THomas Brown, House Governor. 

London Chest Hospital, E.2 


LONDON CHEST HOSPITAL. 
OF THE CHEST. 2 vacancies occur Ist December, 1953, for 
RESIDENT HOUSE PHYSICIAN. Appointments for 6 
months, 4 in London, 2 at the Country Branch, near Letchworth, 
and posts are graded as House Officer. Duties include work 
in _ Outpatient Department and Refill Clinic as well as in 
wards 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 16th October. 

THOMAS BROWN, House Governor. 
London Chest Hospital, E.2. 


MANOR HOUSE HOSPITAL, Golders Green, N.W.11. 
(Exempted from National Health Service.) Required, RESI- 
DENT SURGICAL OFFICER (Male). Salary £700 p.a., less 
£100 p.a. deducted for emoluments. 6 months appointment, 
renewable. 

Applications, stating age, nationality,qualifications, and apie 
or orthopedic experience, with copies of 3 testimonials, 

V. F. PENDRILL, Sec 3. sea 
MIDDLESEX HOSPITAL, W.1. Applications are invited 
for the post of TRANSFUSION OFFICER AND RESEARCH 
ASSISTANT to the Director of Surgical Studies, vacant Ist 
January. The post is graded as Registrar. 

Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be sent 
by 2nd November. 

MIDDLESEX HOSPITAL, W.1. 
for the post of OBSTETRIC 
REGISTRAR, vacant Ist January. , 

Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be 
sent by 2nd November. 
MIDDLESEX HOSPITAL, W.1 
for the post of SENIOR 
vacant on Ist January. 

Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be sent 
by 2nd November. ; 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
1 post of SENIOR REGISTRAR and 2 posts of REGISTRAR 
to the Anesthetic Department, vacant on Ist January. 

Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be sent 
by 2nd November. 

MIDDLESEX HOSPITAL, W.1. Applications are invited 
for 2 posts of REGISTRAR to the Department of X-ray 
Diagnosis, vacant Ist January. 

Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees. should be 
sent by 2nd November. 
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MIDDLESEX HOSPITAL, W. 1. Applications invited 
for 2 posts of SURGICAL REGI STRAR, vacant Ist January. 
Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be 
sent by 2nd November. 
MIDDLESEX HOSPITAL, W.1 Applications invited 
for the post of MEDICAL REGISTRAR, vacant Ist January. 
Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be sent 
by 2nd November. 
MIDOLESEX HOSPITAL, W.1. Applications invited for 
the post of PAXDIATRIC REGISTRAR, vacant Ist January. 
Rules and application forms obtainable from Deputy Superin- 
tendent to whom applications, naming 3 referees, should be 
sent by 2nd November. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Locum REGISTRAR in Surgery re quired from 27th October 
to 9th November. Higher qualification in surgery desirable but 
not essential. Work consists mainly of general and traumatic 
surgery. Non-resident. Required to sleep in on duty nights. 
Applications to Group Secretary immediately. 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE PHYSICIAN (resident), required, for 1st) December, 
1953, for 6 months. Recognised for pre-registration students 
but registered medical practitioners may apply. 

Applications, stating age, qualifications, experience, nation- 

ality, with copies of recent testimonials, to Secretary of Hospital, 
by 19th October. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT ANASSTHETIST (Senior House Officer), vacant 
Ist December, 1953. Hospital recognised for training for D.A. 
and F.F.A. R.C.S., and offers a wide experience in anesthetics 
(over 10,000 operations a year). Appointment for 1 year. 
Salary £670 p.a., less £130 p.a. for residence. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of recent testimonials and/or 
names of 2 referees, to Secretary of Hospital, by 19th October. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) Part-time SENIOR REGISTRAR in Pediatrics (non- 
resident), Transitional (6 sessions a week), Prince of Wales’s 
General Hospital, London, N.15, and other hospitals in the Group. 

(2) Full-time SENIOR REGISTRAR in Orthopedics (non- 
resident), Transitional, West Ham Group of hospitals. For 
duty mainly at Queen Mary’s Hospital for the East End and 
at East Ham Memorial Hospital. 

(3) Full-time SENIOR REGISTRAR in Anesthetics (non- 
resident with on-call rota), Transitional, North Middlesex 
Hospital and Annexes, London, N.18. Post recognised for F.F.A. 
examination. 

(4) Full-time SENIOR REGISTRAR in Surgery (non- 
resident, sleeping-in on duty nights), Transitional, North 
Middlesex Hospital and Annexes, N.18. Duties cover general 
and genito-urinary surgery. 

(5) Full-time SENIOR REGISTRAR in Medicine (resident or 
non-resident), Transitional, General Hospital, Southend-on-Sea, 
Essex, and other hospitals in the Group. 

Appointments are open to candidates who have, since 
November, 1950, completed or substantially completed training 
as Senior Registrars and are for 1 year in the first instance 
with possible extension to 2. 

Separate applications in duplicate, detailing date of birth, 

qualifications, experience, present appointment, grade and 
salary, with 2 copies of 2 recent testimonials, to Secretary, 
11a, Portland-place, W.1, by 24th October, 1953. 
PRINCESS BEATRICE HOSPITAL, Earls Court, 8S.W.5. 
RESIDENT HOUSE OFFICER for Casualty and Anesthetic 
duties. Vacant now for period of 6 months. Registered prac- 
titioners. 

Applications, with all particulars, and copies of 2 testimonials, 

to House Governor. 
PRINCESS BEATRICE HOSPITAL, Earis Court, S.W.5. 
RESIDENT HOUSE SURGEON (general surgery, obstetrics and 
gynecology), for period of 6 months, vacant now. Registered 
practitioners only. 

Applications, with full details, and copies of 2 testimonials, 
to House Governor. i 
POPLAR HOSPITAL, East India Dock-road, E.14. (120 
Beds. ) Required, CASUALTY OFFICER (first, second, or 
third post). Duties include inpatient, outpatient and casualty 
work. Post recognised for F.R.C.8. Vacant now. 

Applications, stating age, nationality, and qualifications, to 
the Secretary. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1 
and BANSTEAD WOOD, SURREY. HOUSE OFFICERS (2). 
These appointments will be made for 2 consecutive periods of 6 
months commencing Ist December, 1953. First appointment as 
House Physician and second as House Surgeon and Casualty 
Officer in each case. 

Application forms may be obtained from the Secretary at 
Hackney Road and should be returned with copies of not more 
than 3 testimonials on or before 24th October, 1953. 


QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE PHYSICIAN (Male or Female) 
required (third post) for 6 months commencing 5th November 
953. 

Applications, with copies of recent testimonials, to Group 
Secretary. West Ham Group Hospital Management Committee, 
Stratford, E.15, by 14th October, 1953. 

ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
SENIOR HOUSE OFFICER (orthopedics and trauma). Recog- 
nised for F.R.C.S. 

Applications, stating age, qualifications, experience, and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
14, Atkins-road, Balham, S.W.12, by 17th October. 





ROYAL NORTHERN HOSPITAL, Holloway, N.7. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(ophthalmology, E.N.T., and radiotherapy). Salary £670 p.a., 
less £130 for residential emoluments. 

Applications, stating qualifications, and experience, with 

copies of 3 recent testimonials, to be sent to the Hospital 
Secretary as soon as possible. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of SURGICAL REGISTRAR at the above 
Hospital. Duties to commence on Ist January, 1954. Appoint- 
ment for 1 year in the first instance. Candidates should be 
registered medical practitioners of not more than 10 years 
standing and Fellows of the Royal College of Surgeons. 

Application forms may be obtained from the Secretary to 
the Board of Governors, Royal Free Hospital, Gray’s Inn-road, 

V.C.1, to whom they should be returned by the 30th October, 
1953 

ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of REGISTRAR to the X-ray Department 
of the Royal Free Hospital. Duties to commence on Ist January, 
1954. Appointment for 1 year in the first instance. ‘andidates 
should be registered medical practitioners of not more than 10 
years standing, and should hold the D.M.R.(D.). 

Application forms may be obtained from the Secretary to 
the Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 24th 
October, 1953. 

ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of SENIOR REGISTRAR to the X-ray 
Department at the Royal Free Hospital. * Duties to commence 
on Ist January, 1954. Appointment for 1 year in the first 
instance. Candidates should be registered medical practitioners 
of not more than 10 years standing, and should hold the 
D.M.R.(D.). The present Locum is an applicant for the post. 

Formal applications, giving details of experience, &c., together 
with the names of 3 referees, should be sent to the Secretary to 
the Board of Governors, The Royal Free Hospital, Gray’s Inn- 
road, W.C.1, not later than 24th October, 1953. 

ST. ANN’S GENERAL HOSPITAL, N.15. Applications 

are invited from registered medical practitioners for the appoint- 

ment of RESIDENT HOUSE SURGEON (Senior House Officer) 

to above Hospital, for a period of 6 months from 19th November, 
953. 


Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
19th October, 1953. 

ST. NICHOLAS HOSPITAL, Tewson-road, Coe 
S.E.18. HOUSE SURGEON. Recognised for F.R.C.S. Vacant 
Ist November. Approved for Pre-registration Servic 

Apply to Group Secretary, Memorial Hospital, ‘Woolwic h, 

S.E.18. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy for a HOUSE 
SURGEON to the E.N.T. Department (Senior House Officer) 
on Ist January, 1954. 

Further particulars and form of application, which must be 
returned not later than Monday, 2nd November, 1953, may be 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 6th January, 
1954, for an ASSISTANT RESIDENT MEDICAL OFFICER 
(grade—Senior House Officer) at the Country Branch Hospital, 
Tadworth, Surrey (101 Beds). 

Further particulars and form of application, which must be 
returned not later than Monday, 2nd November, 1953, are 
obtainable from the unde rsigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th January, 
1954, for the following Senior House Officers :-— 

2 HOUSE PHYSICIANS. 

2 HOUSE SURGEONS. 

Further particulars and form of application, which must be 
returned not later than 2nd November, 1953, are obtainable 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 18th 
November, 1953, for a RESIDENT DENTAL HOUSE SUR- 
GEON (Senior House Officer). Salary £670 p.a. The post is 
recognised for the Fellowship in Dental Surgery, Royal College 
of Surgeons. Experience is given in both oral surgery and 
orthodontics. 

Further particulars and form of application, which must be 
returned not later than 19th October, 1953, may be obtained 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 15th 
November, 1953, for a HOUSE SURGEON to the Orthopedic 
and Plastic Departments (Senior House Officer). 

Further particulars and form of application, which must be 
returned not later than 19th October, 1953, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
WEST LONDON HOSPITAL, Hammersmith-road, 
London, W.6. HOUSE OFFICER (anesthetics) required 
immediately. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary, by 17th October. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of SENIOR REGISTRAR to 
Orthopedic Department for 1 year in first instance for Ist 
January, 1954. Candidates must hold the F.R.C.S. (Eng.). 

Applications (7 copies), with names of 2 referees, to House 
Governor by 30th October. 
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WHITTINGTON ports, N.19. 


Applications are 
invited for the post of HOUSE RGEON, 


Immediate vacancy. 


Unit consists of general mc al beds with large _ gastro- 
enterology section. Post recognised for F.R.C.S. and includes 
courses for the final part of the examination. 


Applications, stating age, qualifications, and previous experi- 


ence, together with copies of 2 recent testimonials, and the name 
of 1 referee, to the Medical Superintendent, Whittington 
Hospital, Highgate Hill, N.19, by 19th October, 1953. 


WHITTINGTON HOSPITAL, N.19. North West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. SURGICAL REGISTRAR 
required at above Hospital, General Surgical Unit of 64 Beds. 
Post now vacant. Hospital may be visited by appointment with 
the Medical Superintendent. 

Application forms obtainable from, 
Secretary, Archway Group Hospital 
46, Cholmeley-park, N.6. 
ALTRINCHAM GENERAL HOSPITAL AND ANNEXE. 
(130 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (surgical) to commence as soon as possible. 
This appointment, in a busy General Hospital staffed by Man- 
chester Consultants, affords excellent experience to suitably 
qualified candidates. Opportunity will be given to assist in the 
major surgical work of the Hospital. Post recognised under 
F.R.C.S. regulations. 

Applications, to the Group Secretary 
Hospital Management Committee, 
Altrincham, Cheshire. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the following appointments : 

Royal Buckinghamshire Hospital 

SENIOR HOUSE OFFICER to Accident and Orthopedic 

Department (which is centred upon this Hospital and comprises 


and returnable to, the 
Management Committee, 


, North and Mid-Cheshire 
The Hospital, Sinderland-road, 


48 Beds), vacant now. 

SENIOR HOUSE OFFICER to Accident and Orthopedic 
Department, vacant now. Duties include charge of Casualty 
Department together with those of Senior Resident. Salary 


£670 p.a., less £140 p.a. for residence, &c. 

Applications for the above appointments, with 2 testimonials, 

to Secretary-Superintendent as soon as possible. 
Tindal General Hospital 

RESIDENT SURGICAL OFFICER (Senior House Officer), 
vacant 12th October, 1953. The Surgical Unit consists of 100 
Beds and undertakes all the general surgery for the area. The 
post offers excellent training in practical surgery, and is eminently 
suitable for an F.R.C.S. Final candidate. Salary £670 p.a., 
less £140 p.a. for board-residence. Further details on request. 

Please apply, with 2 testimonials, to the Administrative 
Officer, as soon as possible. 

HOUSE SURGEON (E.N.T.), Male or Female, vacant now. 
New department with high turnover and 4 Outpatient Clinics 
weekly. No casualty department. Recognised for F.R.C.S. and 
D.L.0. 

HOUSE PHYSICIAN 
Male or Female, vacant 12th October. Recognised for F.R.C. 
Duties include care of about 20 chest cases (including T. B. 
Chalets), which may increase in due course, and 4 outpatient 
clinics weekly, including refills, forming a progressive chest 
unit for the Aylesbury area. Instruction in bronchoscopy and 
bronchography given. An acute Geriatric Unit, a small long- 
stay Annexe, and a medical Outpatient Clinic provide some 
general medicine. No casualty department. 

Both posts are recognised for Pre-registration Service, 
registered practitioners are invited to apply. 

Applications, with 2 testimonials, to the 

Officer as soon as possible. 
ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. Applications are invited for the appointment of HOUSE 
SURGEON at the above Hospital. Good experience in general 
surgery with some casualty work. Married quarters available. 
Salary £350, £400, or £450 a year, less £100 a year for residential 
emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, should be forwarded to the Group 
Secretary, ‘“* Ash-Eton,”’ Radnor Park West, Folkestone. 
ASHFORD HOSPITAL, Ashford, Kent. Applications 
are invited for the appointment of RESIDENT HOUSE 
SURGEON (casualty and orthopedics) at the above Hospital. 
Salary £350, £400, or £450 a year according to experience. <A 
deduction of £100 a year will be made in respect of residential 
emoluments. 

Applications, stating age, 
addresses of 2 referees, 


(Chest Unit), second or third post, 


but 


Administrative 


qualifications, and the names and 
to the Group Secretary, ‘“‘ Ash-Eton,’ 


Radnor Park West, Folkestone. : 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 


DENT SENIOR HOUSE OFFICER (Male) for general medical 
duties. Post vacant 27th November, 1953. 


Applications, stating age, qualifications and experience, with 


copies of up to 3 recent testimonials, to Medical Director of 
Hospital by 17th October. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 


GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON (Male) required at above Hospital for 
Traumatic and Orthopedic Unit. 6 months appointment, vacant 
27th October. Preference given to pre-registration candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital, as soon as possible. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE OFFICER (Male) for Anesthetics. Large 
general hospital recognised for D.A. 6 months appointment. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 
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ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE OFFICER (Male) required at above Hospital for 
Special Departments (E.N.T., pediatric, ophthalmology, &c.). 
6 months appointment, vacant 27th October. 

Applications, stating age, qualifications and experience, 

copies of up to 3 recent testimonials, to Medical 
Hospital as soon as possible. 
APPLEY BRIDGE, near WIGAN. WRIGHTINGTON 
HOSPITAL. JUNIOR HOSPITAL MEDICAL OFFICER required. 
Regional Centre for orthopedic tuberculosis, 200 adults and 100 
children. £700 by annual increments of £50 to £1000 p.a., less 
£155 for residence. 

Apply to Consultant Surgeon-Superintendent with 2 references 

or names of 2 referees. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required at Ashton- 
under-Lyne General Hospital (800 Beds). Preference i be given 
to pre-registration applicants. Recognised for F.R. 

Applications, stating age, nationality, quaiifie a 

experience, together with copies of 3 testimonials, 
forwarded to the Group Secretary, Astley-road, 
Cheshire. 
BEXHILL-ON-SEA. BEXHILL HOSPITAL. 
2 HOUSE SURGEONS. Posts now vacant. (A small modern 
hospital on the South coast.) Considerable acute surgical work 
and busy Outpatient Department. Excellent all-round experi- 
ence. National scale of salary. 

Apply to Hospital Administrator. 

BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Main Line Railway from Liverpool] Street.) Applica- 
tions are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-—£400 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence as soon as possible. 

Applications, stating age, nationality, qualifications and 

experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford. Herts. 
BISHOP’S STORTFORD, HERTS. HAYMEADS HOS- 
PITAL. (400 occupied beds. Midway between London and 
( am bridge. Main Line Railway from Liverpool Street.) Appli- 
cations are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (surgical), first or second post 
held. Pre-registration post. Salary £350-—£400 p.a., less £100 
p.a. for residential emoluments. Appointment to commence 
as soon as possible. 

Applications, stating age, nationality, qualifications and 

experience, with copies of recent testimonials or the names of 
referees, to the Hospital Secretary. 
BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (400 occupied beds. Midway _ between 
London and Cambridge. Main Line Railway from Liverpool 
Street.) Applications are invited from registered medical practi- 
tioners for the appointment of HOUSE OFFICER (medical), Male 
or Female, first, second, or third post held, with primary attach- 
ment to Pediatric Ward of 24 Be ds, and other duties in con- 
nection with 8 skin-beds and Casualty Department. Salary 
£350-£450 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence as soon as possible. 


with 
Director of 


and 
should be 
Stalybridge, 


(62 Beds.) 


Applications, stating nationality, age, qualifications, and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary as soon as 


possible. 

BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. HOUSE SURGEON required 
immediately. Appointment is for 6 months but renewable. 
Hospital carries resident staff of 4 and provides 2-year course of 
instruction, which is we for the Diplomas of D.O. (Eng.) 
and F.R.C.S. (Eng.) in Ophthalmology. Wide experience 
available in all branches, including surgery. 

Applic ations, stating age, nationality, qualifications and 

experience, by 24th October, 1953, to Secretary, Dudley Road 
Hospital, Birmingham, 18. 
BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. (156 Beds.) SENIOR HOUSE 
OFFICER required December, 1953. Applicants must have held 
house appointments. Experience in ophthalmology essential. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, by 24th October, to 
Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM ACCIDENT HOSPITAL (215 Beds), 
Bath-row, BIRMINGHAM, 15. HOUSE SURGEONS (Male or 
Female). 1 post now vacant, 3 posts vacant Ist November. 
Recognised for F.R.C The appointments will be for a period 
of 6 months, of whic h2 2 may be spent in the Burns Unit (Medical 
Research Council). The hospital is the largest traumatic unit 
in the country and treats 50,000 new patients each year. Posts 
are open to registered practitioners and pre-registration appli- 
cants and offer ample opportunity for practical experience in the 
management of all types of injury and teaching by the Consultant 
staff. 

Applications, with copies of recent testimonials or names of 

2 referees, to the Administrator. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of NON-RESIDENT 
REGISTKAR in Dermatology (Registrar grade) for duty in 
the above hospitals. Tenable for 1 year in the first instance. 
Candidates must be registered medical practitioners and should 
have held a resident hospital appointment in medicine or 
surgery. The possession of the M.R.C.P. will be an advantage. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15, and should be returned to him not 
later than 24th October, 1953. 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(a) Stoke-on-Trent. North Staffs Royal Infirmary 
(475 Beds) 

Whole-time REGISTRAR in General Surgery. Post allied 
to orthopeedic and accident services. Successful candidate will 
act as Deputy Resident Surgical Officer. Resident. 

(b) Stourbridge. Corbett Hospital (106 Beds) 

Whole-time REGISTRAR in General Surgery. Resident. 

(c) Walsall General Hospital (181 Beds) 
Whole-time REGISTRAR in General Surgery. Resident. 
(d) Birmingham. St. Margaret’s Hospital (1470 Beds) 

Whole-time REGISTRAR in Psychiatry. Recognised for 
D.P.M. Resident or non-resident. 

(¢) Wolverhampton Royal Hospital (310 Beds) 

Whole-time RESIDENT CASUALTY OFFICER (Registrar). 
Recognised for F.R.C.8. 

(f) Stoke-on- Trent. North Staffs Royal Infirmary 
(475 Beds) 

Whole-time REGISTRAR in Orthopedics. Some duties at 
Hartshill Orthopeedic Hospital (77 Beds). Non-resident. 

(g) South Warwickshire Group of hospitals 

Whole-time REGISTRAR in Orthopedics. Duties mainly 
at Warwick Hospital (352 Beds, we lading 52 orthopedic). 
Resident. Post recognised for F.R. 

(h) Stoke-on-Trent. North Siaits Royal Infirmary 
(475 Beds) 

Whole-time REGISTRAR in E.N.T. Surgery. 

specialty essential. Resident or non-resident. 
({) Shrewsbury Group of hospitals 

Wipole-thee REGISTRAR in E.N.T. Surgery. Duties at 
E.N.T. Hospital, Shrewsbury (68 Beds), Copthorne Hospital 
(168 Beds). Considerable experience specialty an advantage. 
Resident or non-resident. 

Posts (b), (f) and (g). experience specialty essential ; higher 
qualification an advantage. 

Application forms from Secretary, 10, Augustus-road, 
Birmingham, 15, to be returned before 26th October, 1953. 
BIRMINGHAM, 9. LITTLE BROMWICH HOSPITAL. 
Applications are invited from registered medical practitioners 
for the post of SENIOR HOUSE OFFICER in General Medicine. 
This Hospital is being developed as a General Hospital, 60 Beds 
now available together with outpatient work. Post now vacant. 

Applications, stating age, qualifications and experience, with 
copies of 2? recent testimonials, to the Physician-Superintendent. 
BIRMINGHAM, 18. WINSON GREEN HOSPITAL. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (Male or Female). 2700—£50-£1000 
(less £120 p.a., board and lodging if resident). Subject to terms 
and conditions of service for medical and dental] staffs and 
National Health Service superannuation regulations. 

Applications, stating age and qualifications, to be sent to the 

Medical Superintendent. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 2 
SENIOR HOUSE OFFICERS in Aneesthetics (resident ) required. 
Centred at Dudley Road Hospital (800 Beds), but will include 
duties and a period of residence at other hospitals in the Group. 
Appointments recognised for training for Diploma in Anresthetics 
and F.F.A. R.C.S. Duties include list and emergency work in 
general surgery, E.N.T., obstetrics and gynecology. 

Applications with copies of 2 recent testimonials to the 

Secretary, Hospital Management Committee, Dudley Road 
Hospital, Birraingham. 
BOVEY TRACEY (near), SOUTH DEVON. HAWKMOOR 
CHEST HOSPITAL. (214 Beds with Thoracie Unit.) 2 SENTOR 
HOUSE OFFICERS required. 1 to’serve jointly in the Surgical 
and Medical Departments and 1 for the Medical Wards. Resi- 
dent single aecommodation available. 

Applications, stating age. qualifications and experience, 

with names of referees, to be sent to the Group Seerctary, 
Exeter Special] Hospital Management Committee, 26, Queen- 
street. Exeter, as soon as possible. 
BOVEY TRACEY (near), SOUTH DEVON. THORACIC 
SURGICAL CENTRE FOR DEVON (including Plymouth Area), 
SENIOR HOUSE OFFICER required for this Centre 
situated at Hawkmoor Chest Hospital. Both non-tuberculous 
and tuberculous thoracic surgical work is undertaken. Valuable 
experience in chest diseases is offered and previous experience 
in this branch. although desirable, is not essential. Resident 
single accommodation available. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, or names of referees, to 
be sent to the Group Seeretary, Exeter Special Hospital Manage- 
ment Committee, 26, Queen-street, Exeter, as soon as possible. 
BATH. ROYAL NATIONAL HOSPITAL FOR RHEU- 
MATIC DISEASES. Applications are invited from registered 
medical practitioners for 2 posts of HOUSE PHYSICTAN at the 
above Hospital. Both posts are graded Senior House Officer. 
The Rheumatism Research Unit of the South Western and 
Oxford Regions is attached to the Hospital. The Hospital is 
recognised for Part II of the Diploma in Physical Medicine. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to 

R. J. WILkins, Deputy Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BATH. ROYAL UNITED AND BATH AND WESSEX 
ORTHOPEDIC HOSPITALS. Applications are invited from registered 
medical practitioners for the post of HOUSK SURGEON 
(orthomedics). The post is a joint one between the above 
Hospitals. both Hospitals being adjacent to each other. The 
appointment is of 12 months duration and is graded Senior 
House Officer. 

Applications, stating age, qualifications and experience, 
should be forwarded with 3 copies of recent testimonials, to the 
undersigned as soon as possible. 

J. LAWRENCE MEARS, Secretary. 
Bath Hospital Management Committee 
Manor Hospital, Bath. 


Experience 








BATH. ROYAL UNITED HOSPITAL. (404 Beds.) 
Applications are invited from medical practitioners for the post 
(third appointment) of HOUSE SURGEON (orthopedic and 
traumatic) at the above Hospital, a modern general hospital 
with recently completed permanent twin peretine theatres. 
The post offers opportunity not only in traumatic surgery but in 
“cold” orthopedics and the specialised field of arthritic 
surgery. 
Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to 
t. J. WILKINS, Deputy Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 
BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from medical practitioners for the post of HOUSE 
PHYSICIAN at above Hospital. The post is recognised for 
pre-registration purposes. 
Applications, stating age, qualifications and experience, with 
3 testimonials, to be forwarded to— 
J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 
BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from medical practitioners for the post of HOUSE 
SURGEON at above Hospital. The post is recognised for pre- 
registration purposes, and under the F.R.C.S. regulations. 
Applications, stating age, qualifications and experience, with 
3 recent testimonials, should be forwarded to— 
J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 


BATH. ST. MARTIN’S HOSPITAL. (614 Beds.) Applica- 
tions are invited from medical practitioners for the post of 
HOUSE SURGEON (orthopedic and traumatic) at above 
Hospital. The post offers opportunity not only in traumatic 
surgery but in cold orthopredics and the specialised field of 
arthritic surgery. The Hospital is recognised under the F.R.C.S, 
reguiations and for pre-registration purposes. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to the undersigned as soon 
as possible. J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 


BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from regi-tered medical practitioners for the post of 
RESIDENT CASUALTY OFFICER (senior Honse Officer 
grade) at above Hospital. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to— 

J. LAWRENCE MEARS, Secretary. 
Bath Hospital Management Committee. 
Manor Hospital. Bath. 


BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
RESIDENT PATHOLOGIST at above Hospital. The successful 
applicant will work mainly in the Area Blood Bank at that 
Hospital, with duties at the Regional Blood Bank, Bristol, and 
at the Bath Central Laboratory. The post is graded Senior House 
Officer and is tenable for 1 year. 

Applications, stating age, qualifications and experience, with 
3 recent testimonials, should be forwarded to the undersigned as 
soon as possible. J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Conimittee. 
Manor Hospital, Bath. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (492 Beds.) ROURNEMOUTH AND FAST DORSET 
HOSPITAL MANAGEMENT COMMITTER. Applications are invited 
for the post of HOUSE PHYSICIAN vacant 17th November. 
The appointment is recognised for pre-registration purposes. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH AND EAST DURSET HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of REGISTRAR in Orthopedic Surgery for the above Hospital 
Group consisting of 18 hospitals with 1548 Beds. The ortho- 
peedic work is conducted mainly at the 2 major hospitals of the 
Group, viz., Royal Victoria Hospital, Bournemouth, and Poole 
General] Hospital. with 100 orthopeedic beds and large Outpatient 
Departments covering both traumatic and  non-traumatic 
orthopaedics in all branches in children and adults. 

Forms of application, obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hos- 
pital, Bournemouth. should be returned to him, duly completed, 
within 14 days of the appearance of this advertisement. 
BRISTOL. COSSHAM MEMORIAL HOSPITAL. Appli- 
cations are invited tor appointment of SENIOR THOUSE 
OFFICER in General Surgery at Cossham Memorial Hospital, 
a general hospital of 89 Beds situated in Fast Bristol 

Applications, quoting age, experience, and names of 2 referees, 
to the Group Secretary. Frenehay Hlospital, Bristol. 





BRISTOL. UNITED BRISTOL HOSPITALS. Bristol 
EYE HOSPITAL. of ca ations are invited for the resident post 
of HOUSE SURGEON in the Bristol Eye Hospital. Previous 





ophthalmic experience not essential 
Applications should be sent immediately to Secretary to the 
Board, Royal Infirmary Branch, Marlborough-street, Bristol. 2. 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMFNT COMMITTEE. Applications are invited for 
the following appointments 
outhmead Hospital, Bristol (571 Beds, including 133 
maternity 
SENIOR HOUSE OFFICER (anesthetics). 
HOUSE OFFICER (anesthetics), 
Both ap poi intments recognised for DA, 
Applications be nechanitted to the Group Secretary, South- 
mead Hospital, Bris tol. 
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BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED RRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of SENIOR REGISTRAR in Psychiatry to 
the Bristol] Mental Hospitals. Applicants should have had 
considerable experience in psychiatry. Possession of the Diploma 
in Psychological Medicine and/or a higher medical qualification 
is desirable. The appointment will be made for 1 year in the first 
instance and, subject to satisfactory service, will be renewable 
annually for a further period not exceeding 4 years in all. The 
post offers considerable opportunities for clinical work and 
research in all branches of adult psychiatry. 

Applications (12 copies), stating date of birth, qualifications, 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristo], 8, not later than 24th October, 1953. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER for Surgical Tuberculosis Unit, comprising chiefly 
orthopeedic tuberculosis, genito-urinary tuberculosis, and other 
non-pulmonary and combined lesions. Post tenable for 1 year. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 

warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopeedic surgery), first, second, or third post. Post tenable 
for 6 months and is recognised under F.R.C.S. regulations. 
Salary in accordance with the terms of service issued by the 
Ministry of Health, plus £50 p.a. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester. Essex. 


BRADFORD CHILDREN’S HOSPITAL. (102 Beds.) 
2 HOUSE OFFICERS (Female), 1 vacant now, | vacant Ist 
November. Salary £350-£450 p.a., less £100 p.a. residential 
emoluments. Hospital recognised for D.C.H. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. ah 
BRADFORD. ST. LUKE’S HOSPITAL. 
(anesthetics), vacant Ist December. 
less £100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 

BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR ORTHOPADIC HOUSE SURGEON/CASUALTY 
OFFICER, vacant now. Salary £670 p.a., less £130 p.a. regi- 
dential emoluments. 

HOUSE SURGEON (general and plastic), vacant now. 

HOUSE SURGEON (general and casualty), vacant now. 

ORTHOPASDIC HOUSE SURGEON/CASUALTY OFFICER, 
vacant now. 

Salary for above 3 posts £350-£450 p.a., less 
dential emoluments. 

Applications, stating age, 
experience, with copy 
Royal Infirmary. 
BRADFORD ROYAL INFIRMARY. 

ORTHOPADIC HOUSE SURGEON/CASUALTY OFFICER, 

vacant now. 

HOUSE OFFICER (anesthetics), vacant now. 

Salary for above posts £350-£450 p.a., less £100 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications, 
experience, with copy testimonials, to Secretary. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMI’ we EE. 
'Bu y General Hospita 

RE SIDENT CLINIC RL ‘PATHOLOGIST (Senior House 
Officer grade) with duties mainly at Bury General Hospital. 
The post, tenable for 1 year, affords opportunities for gaining 
experience in all branches of pathology. Salary and conditions 
of service as Ministry of Health scale. 

SENIOR HOUSE OFFICER (surgical). 

HOUSE OFFICER (surgical), pre-registration post. 

Applications are invited for the above posts and should 
indicate age, nationality, qualifications. and experience, and 
should be sent to the undersigned as soon as possible. 

H. WILKINSON, Group Secretary. 





House Officer 
Salary £350-£450 p.a., 


£100 p.a. resi- 


nationality, 


qualifications, 
testimonials, to 


Secretary, 


and 
Bradford 


and 


Bury General Hospital, Bury, Lancs. 
BRIGHTON GENERAL HOSPITAL, Eim-grove, 
BRIGHTON, 7. HOUSE PHYSICIAN (geriatrics). Post now 
vacant. Salary in accordance with national scale. 


Applications, stating age, qualifications, 
together with copies of recent testimonials, 
Superintendent. 

BRIGHTON GROUP HOSPITALS. 2 House Surgeons 
for duties in the E.N.T. Department (78 Beds). Vacant mid- 
October. Recognised for F.R.C.S. and D.L.O. 

Applications, with details of experience, &c., and names and 

addresses of 2 referees, to the Administrative Officer, Royal 
Sussex County Hospital, Brighton, 7. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) C ‘ASU ALTY HOUSE SURGEON (1 of 3), including 
duties with Orthopeedic and Yor ag Unit. Pre-registration 
post and recognised for F.R.C.S. from 1954. Vacant early 
October. 

Applications, giving details of age, 
with 


and experience, 
to the Physician- 


experience, &c., together 
names and addresses of 2 referees, to be sent to the 


Administrative Officer. 
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BEDFORD GENERAL HOSPITAL. 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON required. Post vacant 20th November, 
1953. Preference will be given to persons seeking pre-re gistration 
posts under the Medical Act, 1950. The appointment offers 
exceptional opportunity for general experience in a busy acute 
Surgical Unit. 

Applications, stating age, nationality, 
appointments, together with copies of 2 
forwarded to Group Secretary, 
BRIDGEND GENERAL HOSPITAL, Quarella-road, 
BRIDGEND. MID GLAMORGAN HOSPITAL MANAGEMENT COM- 
Applications are invited for the post of SENIOR 
E OFFICER (anesthetics). This Hospital is recognised 
for the F.F.A. R.C.S. examinations and has a panel of dis- 
tinguished full-time and visiting Consultants. 

Applications, naming 2 referees, to be addressed to the Group 
Secretary of the Committee, 8, Wind-street, Neath. pian 
CAERPHILLY DISTRICT MINERS’ HOSPITAL. Senior 
HOUSE OFFICER (surgery) and 2 HOUSE SURGEONS 
(pre-registration if suitable candidates available) required at 
above Hospital—6 miles from Cardiff (144 Beds for acute 
general surgery, orthopedics, E.N.T., ophthalmology, and 
gynecology ; 26 Beds for general medicine) ; busy Outpatient, 
Casualty, and Pathology Departments. 

Apply, with full particulars, to Group Secretary, 
Management Committee, St. Martin’s-road, i 
Cardiff 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(265 Beds.) GENERAL SURGICAL AND UROLOGICAL 
HOUSE SURGEON. The above post, which is recognised for 
the F.R.C.S. Diploma, is now vacant. National Health Service 
salary and conditions. 

Applic ations, together with copies of 2 testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Senior 
SURGICAL REGISTRAR (Transitional) required. Applicants 
must be in their fourth or subsequent years as Senior Surgical 
Registrars, or have occupied such a post for 3 or more years and 
vacated the post after 6th November, 1950. Appointment for 
1 year with possible extension to 3lst December, 1955. 

Apply, giving full particulars and. names of 3 referees, to 
Secretery, United Cambridge Hospitals, by 24th October. 
CAMBORNE. TEHIDY CHEST HOSPITAL. (190 Beds.) 
WEST CORNWALL HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON for the new Thoracic Surgical Unit which will finally 
extend to approximately 40 Beds, in modern surgical block. 
Salary £350-£450, less £100 p.a. residential emoluments. 


(435 Beds.) Bedford 


qualifications, previous 
2 testimonials, should be 
3, Kimbolton-road, Bedford. 





Hospital 
Caerphilly, near 


Apply to the Hospital Secretary, Tehidy Chest Hospital, 
Camborne. 
CARSHALTON. QUEEN MARY’S HOSPITAL FOR 


CHILDREN. NON-RESIDENT REGISTRAR, required in the 
E.N.T. department for 5 half-days a week. Applicants able to 
undertake 2 or 3 sessions only would be considered. Canvassing 
— disqualify, but candidates may visit the Hospital if they so 
desire. 

Forms of application may be obtained from the Secretary, 

Queen Mary’s Hospital for Children, Carshalton, Surrey, to 
whom they should be returned duly completed by 24th October, 
1953. 
CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN. Required, HOUSE SURGEON (reside at) for 
6 months, for general surgical duties and for duties in E.N.T. 
Department. Salary according to national scale. 

Applications, stating age. qualifications, and experience, with 
copies of 3 recent testimonials, should be sent to the Secretary 
by 17th October. 

CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
8ST. HELIER GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
ANAESTHETIC REGISTRAR $(whole-time) required for 2 
weeks from 29th October. Salary £16 per week 

Applications to Group Secretary, St. Helier 

shalton. 
CHESTERFIELD ROYAL HOSPITAL. Applications are 
invited for the post of RESIDENT CASUALTY OFFICER 
(pre-registration grade or Senior House Officer status if person 
appointed has sufficient experience) now vacant at above 
Hospital. Ministry of Health salary and conditions of service. 
There are 2 Junior and 1 Senior Casualty Officers in the Depart- 
ment. The post is recognised for training for the F.R.C.S. 
exanination. Duties are primarily in the Casualty Department 
but by mutual arrangement 1 Casualty Officer performs duties 
in the Accident and Orthopedic Department, and thus oppor- 
tunities occur for all 3 to gain experience in that department. 

Apply, stating age, nationality, and qualifications, with copies 
of recent testimonials, to— 

M. H. Boone, Secretary, 

Chesterfield Hospital Manage ment Committee. 
CHESTERFIELD ROYAL HOSPITAL. House Surgeon 
(pre-registration post) required immediately in this busy General 
Hospital. National salary and conditions. 

Apply M. H. Boone, Secretary, Chesterfield Hospital Manage- 
ment Committee. 
ae eae HOSPITAL MANAGEMENT COM- 
MITTE Whole-time NON-RESIDENT JUNIOR HOSPITAL 
MEDIC AL OFFICER required for Whittington Hall, Chesterfield 
(372 female mentally deficient patients), and Scarsdale Hospital, 
Chesterfield. Salary £700-£50-£1000 p.a. 

Apply M. H. Boonr, Secretary, from whom further particulars 
may be obtained. 

COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) SENIOR HOUSE OFFICER (fracture and orthopedic) 
required for Receiving-Room duties. Vacant 31st October. 
Recognised for F.R.C. 

Applications to the See retary, Group 20 Hospital Management 
Committee, Stoney Stanton-road, Coventry. 


Hospital, Car- 
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COVENTRY HOSPITALS. Resident Senior House 
OFFICER in Anesthetics required, vacant now. Salary £670 
p.a. Recognised for F.F.A.R.C.S. Excellent experience in all 
types of genera] anesthetics. Duties at Coventry and Warwick- 
shire Hospital and Gulson Hospital. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Stoney Stanton-road, Coventry. 
COVENTRY. GQULSON HOSPITAL. Senior House 
OFFICER for Gynecological and Obstetric Department, vacant 
21st November. Recognised for D.Obst.R.C.0.G 

Applications to Secretary, Group 20 Hospital Management 
Committee. Stoney Stanton-road, Coventry. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE PHYSICIAN 
(first, second or third post). Tenable for period of 6 months 
from mid-November, 1953. Salary in accordance with the 
terms of service issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Secretary, Colchester Group Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester, Essex. 
CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the post of CASUALTY OFFICER (Senior House 
Officer), resident and tenable for 6 months. It offers excellent 
experience in the treatment of fractures and diagnosis of acute 
medical and surgical emergencies. Opportunity is given for the 
Casualty Officer to follow up his cases in the wards and to obtain 
operating experience in major theatre under the guidance of the 
Consultants or the Resident Surgical Officer. Off-duty time is 
generous and the post is one likely to suit both an Officer seeking 
a higher qualification in surgery or one intending General 
Practice. Salary £670 p.a., with £130 deduction for residential 


emoluments. 
Apply Secretary, Chelmsford Group Hospital Management 
Committee, Chelmsford and Essex Hospital, London-road, 


Chelmsford, Essex. 

CHESTER (near), MEADOWSLEA HOSPITAL. Wrex- 
HAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (resident). Salary £700-£1000 p.a., less 
recognised charge for services provided by Hospital. The 
appointed candidate will be a member of a Chest team covering 
a wide area in North Wales with excellent opportunities for 
experience in hospital and chest clinic practice. Applications 
from ex-patients will be welcomed. A flat is available for the 
successful candidate. 

Applications, stating age, qualifications, experience, together 

with the names of 3 referees, to the Secretary, Wrexham, Powys 
and Mawddach Hospital Management Committee, Maelor General 
Hospital, Wrexham, within 14 days. 
CHESTER. BARROWMORE HOSPITAL, Great Barrow. 
(205 Beds.) Applications are invited from suitably qualified 
medical practitioners for the appointment of JUNIOR HOs- 
PITAL MEDICAL OFFICER (Male). Salary being £700-£50- 
£1000 p.a., less £130 p.a. for residence. The Hospital is modern 
in all respects and contains Regional Thoracic Surgical Unit. 
Applications from ex-patients considered. 

_ Apniy. sending 2 references or names of referees, to Secretary. 
CROYDON, SURREY. MAYDAY HOSPITAL. (619 
Beds.) SE NIOR GYNAXCOLOGICAL AND OBSTETRICAL 
HOUSE OFFICER required for a period of 6 months in the first 
instance commencing Ist November, 1953. The post which is 
resident is not recognised for M.R.C.O.G. 

Forms of application obtainable from GEORGE A. PAINEs, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned by 15th Oetober, 1953. 

CROYDON. MAYDAY HOSPITAL. (619 Beds.) House 
SURGEON. Pre-registration candidates will be considered. 
Period of 6 months commencing mid-October. 

Application forms obtainable from GEORGE A. PAINES 
Secretary, Croydon Hospital Management Committee, 
Hospital, Croydon, to be returned immediately. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. RESIDENT ANASSTHETIC TRAR (whole- 
time) for Group duties mainly at Mayday Hospital (619 Beds) 
commencing immediately. ( ‘andidates must have experience in 
anesthetics and possession of D.A. an advantage. Candidates 
not precluded from visiting Hospital. 

Application forms obtainable from GEORGE A. _ PAINES, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned not later than 16th October, 1953. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Casualty 
OFFICER (Senior House Officer grade) for period of 6 months 
in first instance, commencing mid-October. 

Application forms obtainable from GEORGE PAINES, Group 
Secretary, Croydon Hospital Management Foch ay General 
Hospital, Croydon, to be returned immediately. 


CUCKFIELD HOSPITAL, Cuckfield, Sussex. Mid-Sussex 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER for Medical and 
Postoperative Wards. National Health Service conditions of 
service. Salary £670 p.a., subject to residential charge of £150 p.a. 
The post is now vacant. 

Applications, stating age, qualifications and experience, and 
giving the names of 2 referees, should be addressed to the 
Group Secretary, at the above address. ' 
DARLINGTON MEMORIAL HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SURGICAL REGISTRAR (Senior House Officer) 
which is one of a surgical team of 2 Registrars and 1 House 
Officer responsible for surgical beds and casualty. The post is 
recognised for the F.R.C.8.(Eng.). Salary £670 p.a., deduction 
of £150 p.a. for full residential emoluments. The post is tenable 
for 12 months and is renewable annually. 

Apply with references, stating age and experience, to— 

G. W. BECKWITH, Group Secretary. 


Group 
ieneral 
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DARLINGTON MEMORIAL HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE 8U |RGEON 
(resident), which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 

Apply. giving age and references, to the undersigned forth- 
with. G. W. Bre KWITH, Group Secretary. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) SENIOR HOUSE OFFICER (peediatrics), vacant 
14th October, 1953. 

Apply, giving 2 names for reference to the Secretary, Derby 
No. 1 Hospital Management Committee, Babington-lane, Derby. 
DENBIGH (near). LLANGWYFAN HOSPITAL. Ciwyd 
AND DEESIDE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners (Male or 
Female) for appointment of 3 JUNIOR or SENIOR HOUSE 
OFFICERS at the above Hospital. The Hospital has a total 
complement of 400 Beds and provides for the treatment of all 
types of pulmonary and non-pulmonary tuberculosis and also 
contains a major Thoracic Surgical Unit. 

Applications, stating full name, age, nationality professional 
qualifications, particulars of present and previous hospital 
appointments, to be addressed to the undersigned, together with 
the names of 2 referees, to reach him within 14 days from the 
date of publication of this advertisement. 

VILLIAM ROBERTS, Group Secretary. 

“* Rhianfa,”” Russell-road, Rhyl, 22nd September, 1953. 
DONCASTER. ROYAL INFIRMARY. Sheffield Regional 
HOSPITAL BOARD. Whole-time REGISTRAR (pathology) 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional -Hospital Board, Old 

Fulwood-road, Sheffield, by 19th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the D.A.) DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners with the necessary experience for the appointment 
of RESIDENT ANAESTHETIST in the grade of Senior House 
Officer. Salary at the rate of £670 p.a., from which a deduction 
of £130 p.a. will be made for board, residence e, &e. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with copies of 3 
testimonials, should be forwarded to 

ARTHUR JONES, Secretary to the Committee. 

Doncaster Royal Infirmary. 
DONCASTER ROYAL INFIRMARY. 
the regulations for the F.R.C.S.) DONCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post of SECOND CASUALTY 
OFFICER (Senior House Officer) at above Infirmary. Salary 
£670 p.a., from which a deduction at the rate of £130 p.a. will 
be made for residential emoluments. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, and enclosing copies of 
3 recent testimonials, should be forwarded to 

ARTHUR JONES, Secretary to the Committee. 

Doncaster Royal Infirmary. 

DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship and D.L.0.) DONCASTER 
HOSPITAL MANAGEMENT COMMITTEF. Applications are invited 
from _ registered medical practitioners for the whole-time post 
of SENIOR HOUSE OFFICER (E.N.T, Department) in accord- 
ance with the terms and conditions of se rvice for hospital medical 
and dental staffs (England and Wales). Salary at the rate of 
£670 p.a., less £130 p.a. for board, residence, &e, 

Applications, stating age, education, qualifications, and details 
of present and previous appointments with dates, together with 
copies of 3 testimonials, should be forwarded to 

ARTHUR JONES, Group Secretary. 

Doncaster Royal Infirmary. 

DONCASTER. WESTERN HOSPITAL. Doncaster 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners for the appointment of 
RESIDENT MEDICAL OFFICER in the grade of Junior 
Hospital Medica] Officer. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, should be forwarded 
to the Secretary to the Committee, Doncaster Royal Infirmary. 
DEAL. VICTORIA HOSPITAL. Resident Medical 
OFFICER (Senior House Officer). This post in a modern well- 
equipped General Practitioner Hospital of 58 Beds offers first 
class experience for those intending to enter general practice. 
There is a regular Consultant Visiting Staff for all branches of 
medicine and surgery. Furnished flat and garage available. 
Suitable for single, or married man with a family. Salary £670 
a year, less deduction for residential emoluments. 

Applications, stating age, qualifications, and the names and 

addresses of 2 referees, to the Group Secretary, ‘* Ash-Eton,”’ 
Radnor Park-west, Folkestone. 
DOVERCOURT, ESSEX. HARWICH AND DISTRICT 
HOSPITAL. (30 Beds.) Applications invited for appointment of 
SENIOR HOUSE OFFICER (Resident Surgical Officer). Post 
tenable for 1 year. Salary in accordance with the terms of 
service issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 


DOVER. ROYAL VICTORIA HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON at the above Hos- 
pital. The post is recognised by the Royal College of Surgeons. 
Salary £350, £400, or £450 a year according to experience. A 
deduction of £100 a year will be made for residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘‘ Ash-Eton,” 
Radnor Park ‘West, Folkestone. 


(Recognised under 
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DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER (orthopedics and traumatic 

surgery) at the West Hill Hospital, Dartford. 
HOUSE OFFICER (mainly medicine), vacant Ist January, 
1954, at the West Hill Hospital, Dartford. 

HOUSE SURGEON (orthopeedics) at the Southern Hospital, 
Dartford. 

HOUSE OFFICER (E.N.T. and ophthalmology) at the 
Southern Hospital, Dartford. 

Applications, stating age, qualifications, experience, nation- 
ality, and the names of 2 persons to whom reference may be 
made, to be sent for House Officers to the Medical Superintendent 
of the hospital concerned, and for Senior House Officer to the 
Group Secretary, Dartford Hospital Management Committee, 
the Bow Arrow Hospital, Dartford. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION, Applications invited from 
registered practitioners for following appointments : 

Corbett Hospital, Stourbridge (106 Beds) 

SENIOR HOUSE OFFICER (resident), casualty. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

SENIOR HOUSE OFFICER (resident), surgical, or HOUSE 
OFFICER (resident), surgical, pre-registration appointment. 
Post now vacant. Salary at appropriate rate less deduction 
for residential] emoluments. 

Wordsley Hospital, near Stourbridge (478 Beds) 

SENIOR HOUSE OFFICER (Resident Anesthetist). Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. In addition to general surgery, experi- 
ence is available in gynrecology and there is a major Orthopeedic 
Unit. Regional Plastic Surgery Unit at this tlospital. 

HOUSE OFFICER (resident), surgical, pre-registration 
appointment. Post now vacant. Salary at appropriate rate, 
less deduction of £100 p.a. in respect of residential emoluments. 

Prestwood Sanatorium (200 Beds) 

SENIOR HOUSE OFFICER (resident). Post now vacant. 
Salary £670 p.a., less £150 p.a. for residential emoluments. 

Applications, stating age, experience, with copies of 3 recent 

testimonials, to Group Secretary, The Guest Hospital, Dudley, 
Wores. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT SENIOR ANAESTHETIC HOUSE OFFICER 
required at above Hospital. Candidates should have held 
resident appointments in general hospitals and have had special 
experience in administering anzesthetics. Salary £670 p.a, 
Deduction of £130 p.a. for board, lodging, &c. Appointment 
for 6 months in first instance. Post vacant 9th November, 1953. 

Applications, together with the names of 2 referees, to Group 

Secretary, Edgware General Hospital, Edgware, Middlesex, by 
17th October, 1953. 
ENFIELD. CHASE FARM HOSPITAL, The Ridgeway. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. CLINICAL 
ASSISTANT to the Consultant in Physical Medicine required 
for 3 sessions per week, for a minimum period of 6 months, the 
appointment to be subject to review prior to the expiration of 6 
months. The persen appointed will work in the department at 
Chase Farm Hospital. and a small number of beds is available 
for the work of the department. 

Applications, giving full particulars, and naming 2 referees, 
should be forwarded to the Secretary of the Management 
Committee, Chase Farm Hospital, Enfield, by 24th October, 1953. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE OFFICER (medical), required 
23rd November. Pre-registration post but registered practitioners 
may apply. 6 months appointrent. 

Applications, stating age, qualifications, and experience, with 

copies of 3 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 
EPSOM, SURREY. HORTON HOSPITAL MANAGE- 
MENT COMMITTEE. SOUTH WEST METROPOLITAN REGION, 
PSYCHIATRIC REGISTRAR required. Previous psychiatric 
experience necessary. Single resident accommodation available. 
Che Hospital deals with all types of psychiatric illness, experi- 
ence may be gained in all modern physic al occupational and 
psychotherapeutic methods. There is a special unit (Mott 
Clinic) for the treatment of neurosyphilis. Facilities afforded 
for attending courses of instruction in London for the D.P.M. 

Application forms obtainable from the Secretary, Horton 
Hospital, Epsom, Surrey, to whom they oOo be returned, 
duly completed, not later than 23rd October, 1953 


EPSOM, SURREY. ST. EBBA’S HOSPITAL. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of REGISTRAR at above 
Hospital. The Hospital is principally concerned with the 
treatment of voluntary cases of good prognosis, has a high turn- 
over of cases, uses ail modern treatment methods and has 
teaching linkages with 2 London training hospitals. There are 
Outpatient Departments and a Special Unit for juvenile psychi- 
atric cases. Salary, &c., in accordance with the agreed terms 
and conditions of service of hospital medical and dental staffs. 
For residents a charge of £3 3s. a week is made for full residential 
amenities. Candidates may visit the Hospital by appointment 
with the Physician-Superintendent. 

Application forms may be obtained from the Group Secretary, 
St. Ebba's and Belmont Group Hospital Management Com- 
mittee, Group Office, Belmont Hospital, Brighton-road, Sutton, 
Surrey, and completed forms (5 copies) should be returned to 
him within 2 weeks of the appearance of this advertisement. 
EDINBURGH NURTHEHN HOSPIFTAtsS BYAHD OF 
MANAGEMENT. JUNIOR HOSPITAL MEDICAL OFFICER 
in Anrsthetics for Leith Hospital, to commence: on 16th 
November. Salary and conditions in accordance with the terms 
of service issued by Department of Health for Scotland. 

Applications, as soon as possible, with names and addresses of 
3 referees, to Medical Superintendent, Western General Hospital, 
Edinburgh, 4 
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EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTE F. Applications are invited for the following HOUSE 
OFFICER appointments which are now vacant for the period 
ending 3lst January, 1954. 

Cumberland Infirmary, Carlisle (340 Beds) 

1—General Surgery. 

1— Orthopedics. 

1—** Specials "’"—(F,N.T. and Eyes). 

1—Gynecology and Obstetrics. 

Applications, with names of 2 referees, should be forwarded 
immediately to the Secretary, East Cumberland Hospital 
Management Committee. Cumberland Infirmary, Carlisle. 
GLASGOW. HAWKHEAD (MENTAL) HOSPITAL, 510, 
Crookston-road, GLASGOW, S.W.3. Applications are invited for 
the post of JUNIOR HOSPITAL MEDICAL OFFICER (Male 
or Female). Salary scale £700—£€50-€1000 p.a., with appropriate 
deduction if resident. There is scope for compre hensive experi- 
ence in all aspects of psychiatry, inpatient and outpatient, and 
all modern methods of treatment are used. Every endeavour 
is made to provide the junior medical staff with such extra 
training facilities in other fields of psychiatry as are required 
by the D.P.M. examinations. 

Applications, with the names of 2 referees, should be forwarded 

as soon as possible to the Physician-Superintendent, from whom 
further details can be obtained. 
GLASGOW, N. FORESTHALL HOSPITAL. (640 hospital 
beds for long-term sick.) JUNIOR HOSPITAL MEDICAI 
OFFICER. Applicants must have been qualified for 2 years 
and have had experience as House Officers in general hospitals. 
The present establishment is for 3 Junior Hospital Medical 
Officers and they are encouraged to spend part of their time 
at a nearby teaching hospital to maintain their interest in general 
medicine. Facilities and supervision are also provided for 
medical officers wishing to pursue clinical research in preparation 
for higher degrees. Living-in optional. 

Applications, with the names of 3 referees, should be sent to 

the Administrative Medical Officer, Foresthall, 657, Edgefauld- 
road, Glasgow, N. 
GLASGOW, N. STOBHILL GENERAL HOSPITAL. 
2 HOUSE P HYSIC IANS (resident), Male or Femaie, required 
Ist February, 1954, for Psychiatric Unit: 180 Beds, 1000 
admissions vearly ; acute treatable cases. 

Apply now to Medica! Superintendent. 

GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, Dene Side, GREAT YARMOUTH. Vacancy on Ist 
November, 1953, for RESIDENT MEDICAL OFFICER 
(Senior House Officer status), Male or Female, for the Medical 
Unit of the Great Yarmouth and Gorleston Hospital. The 
Unit comprises 30 beds for acute medical cases, fully equipped 
to undertake all types of medical treatment and investigations, 
and it is under the personal direction of a Consultant Physician. 
The post provides an excellent opportunity for a practitioner 
reading for a higher medical qualification. Salary £670, less £150 
for residence. ‘ 

Applications, with names of 3 referees, should be sent to the 
Hospital Secretary, Dene Side, Great Yarmouth. 


GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (gynecological), 
Male or Female, for duties at the above-named Hospital and 
Seartho Road Infirmary, Grimsby. The post is now vacant. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(229 Beds.) RESIDENT HOUSE SURGEON required. The 
post is in general surgery and is recognised for the F.R.C.S. 
examination, tenable for 6 months and approved for pre-registra- 
tion practitioners. The vacancy will occur on Ist November, 

Applications, with copies of 3 testimonials, should be sent to 

the Hospital Secretary. 
GUILDFORD. ROYAL SURREY COUNTY HOUSPITAL. 
CASUALTY OFFICER required. The grading is that of Senior 
House Officer, and 2 Casualty Officers are employed who share 
the work of the department which is part of the Orthopedic 
and Traumatic Unit. Regular instruction is given in traumatic 
surgery, and Casualty Officers take part in the work of the 
fracture clinics. Post vacant now and will be resident 
for the first 6 months with option of renewal. 

Applications, with copies of testimonials, to the Hospital 

Secretary. 
HEWEL HEWIPSTEAD, HERTS. WEST HERTS HUS- 
PITAL. (170 Beds—5 residents.) HOUSE PHYSICIAN to 
Children’s Department required (second or subsequent post). 
The appointment is recognised for the D.C.H. 

Applications, giving details of experie nee and qualifications, 

and enclosing copies of 2 recent testimonials, should be sent to 
the Administrator. 
HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—5 residents. ) CASUALTY OFFICER 
(Junior Hospital Medical Officer). Salary £700-¢€50-£1000 p.a., 
less £130 p.a. for residential emoluments. Post vacant mid- 
October. 

Applications, giving full details, together with copies of 2 
recent testimonials, should be sent to the Hospital Secretary. 
HOVE GENERAL HOSPITAL, Sackville-road, Hove, 3. 
HOUSE SURGEON AND CASUALTY OFFICER (recognised 
for F.R.C.S.). Post vacant immediately. Salary and conditions 
of service in accordance with national scale (£350-£450, less 
£100 p.a. for residential emoluments ). 

Applications, stating age, qualifications, experience, and 
naming 2 referees, to the Administrative Officer. 

HASTINGS GROUP OF HOSPITALS. Locum Surgical 
OFFICER (non-resident) required immediately. Salary £16 
weekly. ; 

Apply Group Secretary, 11, Holmesdale-gardens, Hastings 
(phone 5400). 
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HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) SENIOR HOUSE OFFICER required for 
urology ona children’s surge ry. Post, vacant 20th November, 
is recognised for F.R.C.S., may be tenable for 6 or 12 months. 
National scale of salary. 

Apply to Hospital Administrator. 

HALIFAX AREA HOSPITALS MANAGEMENT COM- 
MITTEE. Applications invited for the post of JUNIOR HOS- 
PITAL MEDICAL OFFICER in Aneestbeties for duty at Royal 
Halifax Infirmary (301 Beds) and Halifax General Hospital 
(425 Beds). Post now vacant. 

Applications, to be forwarded to Group Secretary, Royal 

Halifax Infirmary, Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in General Surgery required. 
Post vacant late October. Salary £670 p.a., with deduction of 
£130 p.a. for residence, &c. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (151 Beds—Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) Appli a- 
tions are invited for the post of RESIDENT HOUSE OFFICER 
(surgical). Salary £350, £400, or £450 p.a., plus grant of £50 p.a., 
according to experience, less £100 p.a. for residential emoluments. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glanewili, Carmarthen. 

HEREFORD. COUNTY HOSPITAL. (333 Beds.) House 
OFFICER (general surgery) required. 

» Applications. with copies of 2 recent testimonials, to be sent 
to the Medical Superintendent, County Hospital, Hereford. 
HEREFORD. BURGHILL HOSPITAL. Applications 
are invited for the temporary appointment of JUNIOR HOs- 
PITAL MEDICAL OFFICER at the above Psychiatric Hospital. 
Salary in accordance with terms and conditions of hospital 
medical staff, £700—£50-£1000 p.a. Residential accommodation 
can be provided for a single person which a charge of £150 
p.a. will be made, or detached quarters for a married man are 
available for which a moderate weekly rental will be charged. 

Applications, stating full name, age. nationality, qualifications, 

and experience, together with the names of 2 referees, to the 
Medical Superintendent, Burghill Hospital, ‘Hereford, imme- 
diately. 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX (General Acute—81 Beds) invite applications for 
geyetatapent of RESIDENT HOUSE SURGEON ;_ duties 
include Casualty Department. 6 months appointment. National 
Health Service salary and conditions of service. 

Applications stating qualifications age. &c., with copies of 
up to 3 recent testimonials or names for reference, to the 
Hospital Secretary 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX. (Acute general—81 Beds.) Locum RESIDENT 
SURGICAL REGISTRAR required for period 30th October-— 
9th November, inclusive. Salary £16 per week, less charge for 
residence at the rate of £140 p.a. 

Apply to Hospital Secretary (Telephone : HOUnslow $448) 
HITCHIN. LUTON AND HITCHIN GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of RESIDENT ANZESTHETIST (Senior House 
Officer) to work in the Hitchin area under the direction of 
the whole-time Consultant Anesthetist. The appointment, 
which is vacant 24th November, 1953, offers experience in 
general surgery, E.N.T., gynecology and obstetrics, and ortho- 
— and is recognised for the D.A. examination. 

Applications, stating age, nationality, qualifications, and 

expe rience, together with the names and addresses of 3 referees, 
should be sent immediately to the Medical Director, The Lis ster 
Hospital. Hitchin. 
ILKLEY (near). THE HOSPITAL, Middleton in Wharte- 
DALE, near ILKLEY. (430 Beds.) MIDDLETON ANI) GRASSINGTON 
GRouP. Applications are invited for the appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER (resident) at the above 
Hospital for tuberculosis. Experience in tuberculosis essential 
and some experience in obstetrics desirable. temuneration 
£700 rising to £1000 p.a., in accordance with national award, 
from which will be made an appropriate deduction for full 
board -residence 

Applications to the Secretary at the above Hospital. 

HULL RUYAL ItInwriRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
following posts :— 

RESIDENT SURGICAL OFFICER (Senior House Officer 

grade). Recognised for F.R.C.S. 

E.N.T. HOUSE SURGEON (Senior House Officer grade). 

Recognised for F.R.C.S. and D.L.O. 

These posts are available immediately, and applications for 
ocum appointments will be considered. 

Applications, giving age, qualifications and experience, should 

be submitted to the Hospital Secretary. 
HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. (Recognised for D.A.) SENIOR HOUSE OFFICER 
in Angssthetics required for duties at various hospitals in the 
Group. Resident or non-resident. Salary £670 p.a. ; if resident, 
less £130 for residential] emoluments. The appointment will be 
for 12 months in the first instance, but will be terminable at 
any time by 2 months notice on either side. 

Application forms may be obtained from and should be 
returned as soon as possible to R. J. CARLESS, Group Secretary. 

Hull Roval Infirmary. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. (143 Beds.) HULL A GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Locum HOUSE SURGEONS required (2). 

Applications to the Hospital Secretary, at the above address. 








HULL. KINGSTON GENERAL HOSPITAL. (447 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
PHYSICIAN. There are 2 Junior House Physicians. Resident 
post, and vacant at the end of November. Salary £670 p.a., less 
£130 for emoluments. 

Applications to be forwarded to the Secretary, Hull A Group 

Hospital Management Committee. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department. The post is graded Senior House Officer and 
is now vacant. The Department has 2 Consultants, about 60 
Beds, and a large outpatients attendance and offers a wide 
experience, 

Applications, stating age, nationality, experience, and copies 
of 3 recent testimonials. to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consultant Surgeon. The 
recognised for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials, to the 

Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Fracture and Orthopedic Department. 
Approved pre-registration post. 

Applications, stating age, nationality, experience, and copies 
of recent testimonials, to the Hospital Secretary. 
IVYBRIDGE, SOUTH DEVON. MOORHAVEN HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER at 
Moorhaven Hospital, Ivybridge, South Devon. There are 750 
Beds and medical staff of 8. Approximately 500 admissions a 
vear and 3500 psychiatric outpatient attendances at the South 
Devon Hospital, Plymouth, and Child Guidance Clinic. There 
are good facilities for postgraduate work for the D.P.M., and 
persona] tuition will be arranged. <A house is available suitable 
for a married man. 

Application forms and 1952 Annual Report on application to 
the Physician-Superintendent 
KINGSTON HOSPITAL, "Welvectou-avenus, Kingston- 
ON-THAMES. (534 Beds.) SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. KINGSTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the position of resident 
Whole-time REGISTRAR (anvstheties). The appointment 
will be subject to the provisions of the National Health Service 


superannuation regulations and becomes vacant in December, 
1953 








post is 


Forms of application may be obtained from the Group 
Secretary (a foolscap stamped addressed envelope to be enclosed ) 
and the completed forms returned to the Group Secretary, 
35, Coombe-road, Kingston-on-Thames, not later than 14th 
November, 1953. 

KNARESBOROUGH. SCOTTON BANKS HOSPITAL, 
Ripley-road, KNARESBOROUGH, YORKS. HARROGATE AND RIPON 
HOSPITAL MANAGEMENT COMMITTER. Applications are invited 
from registered medical practitioners for the post of SENIOR 
HOUSE OFFICER. This is a modern hospital of 306 Beds for 
the treatment of tuberculosis (adult female patients and children). 
The salary payable is £670 p.a., subject to a deduction of £140 
p.a. in respect of board and lodging. 

Applications should be forwarded to 
Dr. V. RYAN, oe ge Superintendent. 

Scotton Banks Hospital, Knaresborough 
KNARESBOROUGH. SCOTTON BANKS HOSPITAL 
Ripley-road, KNARESBOROUGH, YORKS. HARROGATE AND RIPON 
HOSPITAL MANAGEMENT COMMITTER. Applications are invited 
from registered medical practitioners for the post of HOUSE 
OFFICER. This is a modern hospital of 306 Beds for the 
treatment of tuberculosis (adult female patients and children). 
The salary and conditions of service will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales). 

Applications should be forwarded to 

Dr. V. RYAN, Medical Superintendent. 

Scotton Banks Hospital, Knaresborough. 

LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) RESIDENT HOUSE OFFICER (surgical). 
Successful applicant will work with Consultant Surgical Unit 
and attend Consultative Clinics. The post ix vacant now and 
normally tenable for 6 months. Recognised as a pre-registration 
post. 

Applications, with names of 2 referees, to the Secretary, 
Royal Lancaster Infirmary. 


LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) Resident Locum REGISTRAR (anesthetics) 
required immediately for approximately 2 months. Remunera- 
tion at the rate of £16 per week with a reduction for residential 
aaninianhe, 

Apply Secretary, Lancaster and Kendal] Hospital Management 
Committee, Royal Lancaster Infirmary, naming 2 referees. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (medical). Salary £670 p.a., less €150 residential 
emoluments. The appointment is tenable for 6 months and may 
extend for a further 6 months. Experience will be gained in 
chest diseases, including tuberculosis, and also fevers. 

Applications, giving age, nationality, and qualifications, &c., 
and copies of 2 recent testimonials, to be forwarded as soon as 
possible to the Physician-Superintendent at the above Hospital. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(no. 14). RESIDENT HOUSE SURGEON (general surgery ). 
Post vacant. Recognised for pre-registration. 

Apply to the Hospital Secretary. 
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LEEDS (near). SCALEBOR PARK HOSPITAL. Burley- 
IN-WHARFEDALE, near LEEDS. Applications are invited for the 
post of SENIOR HOUSE OFFICER (Male or Female) at 
Scalebor Park, a modern hospital of 323 Beds for the active 
treatment of nervous and mental disorders. The Hospital is 
associated for teaching purposes with the Department of 
Psychiatry of Leeds University and facilities will be granted for 
attending the D.P.M. course. The Salary is £670 p.a., less £130 
for full residentia] emoluments. 

Applications to the Medical Superintendent immediately. 
LEEDS REGIONAL HOSPITAL BOARD AREA. Medical 
act, 1950. RESIDENT HOUSE OFFICER posts. Recognised 
pre-registration house posts will be available for the 6 months 
commencing Ist November, 1953, in the following hospitals 
approved under the Medical Act, 1950. Preference will be given 
to pre-registration candidates, but applications will also be 
accepted from practitioners registered before lst January, 1953. 
Scarborough Hospital (191 Beds) 

Surgical (general surgery, orthopedic and E.N.T.). 
General Surgical. 
County Hospital, York (222 Beds) 


— 


2 Surgical (general surgery and gynsecology ) 
1 Medical. 
Hull Royal Infirmary and Sutton (242 Beds) 
1 Surgic al (general ‘eee ry and gynzecology ). 
1 Surgical (E.N.T. 
1 Surgical nn + et ). 
1 Medical. 


Kingston General Hospital, Hull (398 Beds) 
Surgical (general surgery, gynecology and orthopeedic ). 
Victoria Children’s Hospital, Hull (143 Beds) 
General Surgical. 

Surgical (general surgery and orthopedic). 
Westwood Hospital, Beverley (202 Beds) 

Surgical (orthopedic). 
East Riding General, 
Medical. 

Pontefract General Infirmary (89 Beds) 

General Surgical. 

Clayton Hospital, Wakefield (200 Beds) 

Surgical (general surgery, orthopsedic and gynecology ). 
Medical (general medical, peediatric and ophthalmology ). 
Mixed (general medical, general surgery and dermatology ). 
General Hospital, Wakefield (158 Beds) 

Medical (general medical and pediatric ). 

Pinderfields General, Wakefield (663 Beds) 

General Surgical. 

Surgical (orthopeedic). 

Medical. 

Medical (neurology ). 

General Hospital, Batley (99 Beds) 

Surgical (orthopedic and ophthalmology ). 

General Hospital, Dewsbury (119 Beds) 

Medical (general medical, peediatric and dermatology ). 
Staincliffe General, Dewsbury (314 Beds) 

Surgical (general surgery, orthopedic and E.N.T.) 
Huddersfield Royal Infirmary (304 Beds) 

General Surgical. 

Surgical (midwifery and gynecology ). 

Royal Halifax Infirmary (301 a 

Surgical (ophthalmology and E.N.T.). 

Medical. 

Halifax General Hospital (425 Beds) 

General Surgical. 

Medical. 

Midwifery. 

Bradford Royal Infirmary (507 Beds) 


-— 


-_ 


Driffield (249 Beds) 


— ms 


— ee 


—— 


—— 


1 Surgical (general surgery and urology). 
1 Surgical (orthopeedic and casualty ). 
1 Medical. 
St. Luke’s Hospital, Bradford (828 Beds) 
1 General Surgical. 
1 Medical. 
Bradford Children’s Hospital (101 Beds) 
1 Medical (peediatric ). 
_ Keighley Victoria Hospital (144 Beds) 
1 Surgical (general surgery, gynecology and E.N.T.). 


Surgical (general surgery and orthopedic ). 
General Hospital, Otley (170 Beds) 
Medical (general medical and pediatric ). 
St. James’s Hospital, Leeds (1539 Beds) 
General Surgical. 
Surgical (gynecology ). 
Medical. 

Medical (geriatrics ). 
Medical (peediatric ). 
Medical (dermatology ). 
St. Mary's Hospital, 
Midwifery. 

Candidates should express, where applicable, their preference 
for medical, surgical, or midwifery posts within the same hospital 
on the application form. 

Candidates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 

Application forms can be obtained from the Senior Adminis- 
trative Medical Officer, Leeds Regional Hospital Board, Park- 
parade, Harrogate, or from the Dean, The School of Medicine, 
Thoresby-place, Leeds, 2, and should be returned to either of the 
above-named as soon as possible. Application may be made in 
advance of results of final examinations. 


— 


— et et ee 


Leeds (216 Beds) 


LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 


particularly in the specialties of 
Surgery and Psychiatry. 

Suitably experienced practitioners interested in such appoint- 
ments are invited to communicate with the Secretary, Joint 
Park-parade, Harrogate. 


General Medicine, General 


Registrars Committee, 
50 





LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts : 
Ansthetics 

Halifax Group (resident). 
General Medicine 

Halifax Group (non-resident). 
general medicine and geriatrics. 
General Surgery 

(a) Dewsbury, Batley and Mirfield Group (resident). 

(6) Halifax General Hospital (resident). 

(c) Keighley and District Victoria Hospital (resident/non- 
resident ). 

Infectious Diseases 

Leeds Road Hospital, Bradford (resident). 
Obstetrics and Gynucology 

Post alternates (6 month periods) between St. Mary’s yoemial, 
Leeds (109 obstetric beds), and St. James’s Hospital, Leeds, 9 
(74 obstetric and 52 By neecological beds). (Resident.) Recog- 
nised for the M.R.C.0.€ 
Orthopa dic Surgery 

Huddersfield Royal Infirmary and 
Huddersfield Group (non-resident). 
Thoracic Surgery 

Pinderfields General Hospital, 
thoracic surgery desirable. 53 Beds under the Consultants to 
the Teaching Hospital. Single accommodation available. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 23rd October, 1953. 
LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of RESIDENT MEDICAL POFFIC ER, 
at the General Infirmary at Leeds. The post is of Registrar 
status and will be for 1 year in the first instance. 

Applications, stating age, qualifications, previous posts with 
dates, together with the names of 3 referees, to be forwarded not 
later than 3ist October, 1953, to the Sub-Dean, School of 
Medicine, Leeds, 2. 
LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of JUNIOR RESIDENT ANAES- 
THETIC OFFICER at the General Infirmary. The post is of 
House Officer status and will be for a period of 6 months. 

Applications, stating age, qualifications, previous posts with 
dates, together with the names of 3 referees, should be forwarded 
to the undersigned as soon as possible. 

C ' AYTON RYERS, Secretary to the Board. 

General Se lg Leeds, 


LEEDS. UNITED LEEDS HOSPITALS. 
are invited for the post of REGISTRAR in the 
Radiodiagnosis at the General Infirmary at Leeds. The post, 
which is non-resident, will be for 1 year in the first instance. 
Candidates must hold a Diploma of Radiology and preference 
will be given to those possessing higher qualifications in medicine 
or surgery. 

Applications, stating age, qualifications, previous posts with 

dates, together with the names of 3 referees, should be forwarded 
not later than 3lst October, 1953, to the Sub-Dean, School of 
Medicine, Leeds, 2. 
LEEDS A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE 
OFFICER (aneesthetics) for duties mainly at St. James’s Hos- 
pital. The appointment will be for the period of 1 year, and the 
salary will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £670 
p.a., With an appropriate deduction in respect of board, lodgings, 
and other services provided. 

Applications, stating age, qualifications, 
together with the names of 2 referees, to be 
undersigned as soon as possible. 

J. FOLKARD, 


Duties divided between 


other hospitals in the 


Wakefield. Experience in 


Applications 
Department of 


experience, &c. 
forwarded to the 


Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
(Recognised training hospital for F.R.C.S.) Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
(surgical) now vacant. Salary £670 p.a., less £150 for residential 
emoluments. 

Applications, giving full particulars, with names of 2 referees, 
should be addressed to the Hospital Secretary. 
LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON now vacant. The post is recognised for the F.R.C.S. 
examination and Pre-registration Service 

Applications, giving full details, tamether with the names of 
2 referees, should be addressed to the Hospital Secretary. 


LLANELLY HOSPITAL. (164 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the resident post of SENIOR 
HOUSE OFFICER for work in the Surgical Unit, and with duties 
in the Casualty Department of the above Hospital. 

Full particulars, stating age, qualifications and experience, 
should be addressed to the undersigned. 

O. C. HOWELLS, Group Secretary, 
Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for temporary posts as CASUALTY 
OFFICERS (House Officer grade) for the period to 28th 
February, 1954, at : 

Royal Southern Hospital. 

Royal Liverpool Children’s Hospital. 
The posts are open to registered practitioners 
non-resident) and to pre-registration applicants. 

Apply as soon as possible with full details to the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1 


(resident or 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL ROYAL INFIRMARY. Applications are invited for a post 
of SENIOR HOUSE OFFICER in Orthopedics for the period 
to 30th September, 1954. 

Apply as soon as possible on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post as REGISTRAR in Ortho- 
peedics for the period 1st January—3lst December, 1954. Annual 
reappointment thereafter until completion of the normal period 
of,training will be considered without need for further application. 

“Apply by 24th October, 1953, on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for temporary posts as ORTHO- 
PAZDIC HOUSE SURGEONS, at : 

David Lewis Northern Hospital,* 

Royal Liverpool Children’s Hospital, 
for the period to 28th February, 1954. The posts are open to 
registered practitioners and pre-registration applicants. The 
person appointed to the post marked * will be required to 
undertake some casualty work as part of his normal duties. 

Apply as soon as possible with full details to the Secretary, 
The United Livernool Hospitals, 80, Rodney-street, Liverpool, si 
LIVERPOOL, 20. BOOTLE HOSPITAL. (119 Beds.) 
The following inne are vacant : 

Medicine. 1 HOUSE OFFICER. 

1 SE NIGR HOU ~ OFFICER. 
1 HOUSE OFFICER 

Applications to conn. Ww alton Hospital, Liverpool, 9. 
LYMINGTON HOSPITAL, Lymington, Hants. (107 
Beds.) RESIDENT SEN IOR HOUSE OFFICER tmedical) 
required immediately. 

Applications with copies of testimonials, to be submitted as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee. Bullar-street, Southampton. 
LUTON, BEDS. CHILDREN’S ANNEXE, LUTON AND 
DUNSTABLE HOSPITAL. Applications are invited for the post of 
RESIDENT PAEDIATRIC HOUSE OFFICER, vacant Ist 
November, 1953. The Annexe is recognised for the D.C.H., and 
duties will cover both the medical and surgical wards. The 
appointment is normally a second or third post. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, should 
be sent immediately to the Secretary, Luton and Hitchin Group 
Hospital Management Committee, St. Mary’s Hospital, Luton, 
Beds. 
LUTON AND HITCHIN GROUP OF HOSPITALS. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
PA DIATRIC REGISTRAR (resident or non-resident) required 
for the above Group of hospitals. Principal duties will be at 
Children’s Annexe of Luton and Dunstable Hospital but there 
are duties at other hospitals in the Group. Hospitals may be 
visited by direct appointment. 

Application forms obtainable from, and _ returnable to, 

Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary’s Hospital, Luton, Beds, by 20th October, 
1953. 
MARKET DRAYTON (near), SALOP. CHESHIRE 
JOINT SANATORIUM. (305 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT MEDICAL OFFICER 
(Junior Hospital Medical Officer or Senior House Officer, 
according to experience). Post offers exceptional experience in 
the treatment of pulmonary tuberculosis. 

Applications to the Medica] Superintendent at the Sanatorium. 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207. Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(pre-registration or Senior House Officer post). Post recognised 
for F.R.C.S. examinations. 

Applications, stating age and qualifications, together with 
copies of 2 recent testimonials, to be forwarded to Group 





Surgery. 





Secretary, Mansfield Hospital Management Committee, Crow 
Hill-drive, Mansfield 
MANSFIELD. RANSOM SANATORIUM. Nottingham 


NO. 5 HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
with cffect from Ist November, 1953. The Sanatorium contains 
185 Beds for the treatinent of pulmonary tuberculosis in men, 
women, and children, including a modern Thoracic Surgery 
Unit. Salary £670 p.a., less £150 for full residential emoluments, 
which include a comfortable flat. 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials. to be sent. to the Group 
Secretary, Harlow Ww ood Hospital, near Mansfield. 


MANCHESTER. WEST MANCHESTER “HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME, 
(General Hospital—426 Beds.) 
1 SENIOR Pair OFFICER 
now vacan 
1 HOUSE OFFIC ER (E.N.T. 
Post now vacant. 
Posts recognised for F.R.C.S. examination. 
Forms from Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the Department of Hematology, to commence as soon as 
possible. Whole-time appointment for 12 months, renewable. 
The post is mainly clinical in character, involving ward and 
general outpatient clinic duties. Higher qualifications would be 
an advantage but are not essential. 
Applications to be made-on forms obtainable from the ade r- 
signed and to be returned not later an 3lst October, 195 
. H. TAYLOR, Secre “ty 


(general surgery). Post 


surgery). (Pre-registration. ) 





MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to a General Medical Unit, to commence as soon as possible. 
Whole-time non-resident appointment, for 12 months, renewable. 
Applicants must possess higher qualifications. 

Applications to be made on forms obtainable from the under 
signed and to be returned not later than 3ist October, 1953. 

G. H. TAYLOR, Secretary. 
MANCHESTER ROYAL EYE HOSPITAL. United Man- 
CHESTER HOSPITALS. Applications are invited for RESIDENT 
MEDICAL STAFF (Senior House Officer grading). Salary 
£670 p.a., less £130 p.a. for residential emoluments. 

Application forms may be obtained from the undersigned. 

H. R. Norra, General Superintendent. 

MANCHESTER REGIONAL HOSPITAL BOARD and 
the BOARD OF GOVERNORS OF THE UNITED MANCHESTER HOSPITALS 
invite applications for the post of SENIOR REGISTRAR in 
Diagnostic Radiology. The person appointed will be required 
to undertake duties at the Christie Hospital and Holt Radium 
Institute, Manchester, and at the United Manchester Hospitals 
(Manchester Royal Infirmary, &c.). D.M.R.D. essential. 

Forms of application may be obtained from the Senior 
Administrative Medical Officer, Manchester Regional Hospital 
Board, Cheetwood-road, Manchester, 8, and should be returned, 
with the names of 3 referees, to be received by 26th October, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for post of RESIDENT MEDICAL REGISTRAR 
to Macclesfield and District Group Hospital, main duties West 
Park Branch, Macclesfield Hospital. 

Apply immediately to Group Secretary, “ Willerby House,’’ 

Cumberland-street, Macclesfield, enclosing copies of 2 recent 
testimonials. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR (resident or non- 
resident) in E.N.T. Surgery to the Wigan and Leigh Group of 
hospitals, with main duties at the Royal Albert Edward 
Infirmary. Wigan. 

Application should be made immediately to the Secretary, 
Wigan and Leigh Hospital Management.Committee, Knowsley 
House. Wigan. together with the names of 2 referees. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of Whole-time REGISTRAR in 
Diagnostic Radiology to the West Manchester Hospital Manage- 
ment Committee. Primarily for duty at Park Hospital, Davy- 
hulme, but with duties at other Group Hospitals. Resident 
or non-resident, post vacant 3lst December, 1953. 12 months 
appointment subject to renewal. 

Forms from Secretary, Park Hospital, Davyhulme. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR in Anesthetics (resident or non-resident). Recognised 
for the D.A. regulations. 

Apply. giving names of 2 referees, to the Group Secretary, 

Bury General Hospital, Bury, Lancs. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in 
General Surgery at Leigh Infirmary, Leigh. Applicants must 
have had surgical experience and preferably hold a_ higher 
surgical qualification. The person appointed will be required 
to perform duties of Resident Surgical Officer at the Hospital 
(102 acute general beds). Post recognised for the F.R.C.S. 
examinations. © 

Applications, together with the names of 2 referees, should 

be sent to the Secretary, Wigan and Leigh Hospital Management 
Committee, Knowsley House, Wigan. 
MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR (chest diseases) required to carry out duties arranged 
by the Consultant Chest Physician at the Altrincham, Northwich, 
Crewe Chest Clinics and Hefferston Grange Sanatorium. 

Applications, together with 2 recent testimonials, should be 

sent to the Group Secretary, North and Mid-Cheshire Hospital 
Management Committee, The Hospital, Sinderland-road, 
Altrincham, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of SENIOR REGISTRAR in Obstetries 
and Gynecology to the South Manchester Group of hospitals, 
with main duties at Withington Hospital. Arrangements may 
later be made for the successful applicant to be transferred to the 
United Manchester Hospitals (St. Mary’s Hospitals) to continue 
training. 

Forms of application may be obtained from the Senior Adminis- 
trative Medical Officer of the Board, Cheetwood-road. Man- 
chester, 8, and should be returned, with the names of 3 referees, 
to be received by 28th October, 1953 
MANCHESTER. BAGULEY HOSPITAL, Wythenshawe. 
(Tuberculosis and Chest Surgery—402 Beds.) SOUTH MAN- 
CHESTER HOSPITAL MANAGEMENT COMMITTER. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
(medical) at the above Hospital. The appointment offers the 
opportunity to gain a wide experience in the diagnosis of chest 
diseases and of the treatment, both medical and surgical, of 
respiratory tuberculosis. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be forwarded to the under- 
signed within 7 as of the appearance of this advertisement. 

H. KEATES, Secretary to the Committee. 

Withington weinttal Manchester, 20. 


MOTHERWELL, HAMILTON AND DISTRICT HOS- 
PITALS BOARD OF MANAGEMENT. CLELAND HOSPITAL, LANARK- 
SHIRE. (180 Beds, mostly geriatrics.) Applications are invited 
for the following post within this Hospital of JUNIOR HOs- 
PITAL MEDICAL OFFICER: (resident). Salary £700—-£50 
£1000, less £150 residential emoluments. 

Applications to Medical Superintendent, 
Lanarkshire. 








Cleland Hospital, 
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MANCHESTER. SOUTH MANCHESTER HOSPITAL NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
MANAGEMENT COMMITTEE. Applications are invited from NEWCASTLE UPON+ TYNE HOSPITAL MANAGEMENT COMMITTER. 


registered medical practitioners for the resident post of SENIOR 
HOUSE OFFICER (anesthetics). The post is recognised for the 
D.A. and the successful candidate will have the opportunity of 
experience at Withington, Wythenshawe, and Christie Hospitals. 
Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the undersigned 
immediately. A. H. KATES, Secretary. 
Withington Hospital, Manchester, 20. 





MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER. Salary 


£670 p.a., national scale and conditions. The sanatorium 
contains 330 Beds for the treatment of tuberculosis and the duties 
of the post will consist of acting as House Surgeon to the Thoracic 
Surgical Unit. 

Applications, stating age, qualifications, and names of 2 
referees, hes be sent by not later than 31st October, 1953, to— 

A. A. Howick, Secretary to the Management Committee. 
maisevous (near), LENHAM SANATORIUM. (172 
Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER at Lenham Sanatorium, near Maidstone. The 
Sanatorium has 172 Beds for the treatment of pulmonary 
tuberculosis. Salary £670 a year, with a deduction of £150 a 
year for reside ntial emoluments. Appointment for 12 months. 

Applications to Physician-Superintendent, Lenham Sana- 
torium, near Maidstone. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID KENT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appoint- 
ment of SENIOR HOUSE SURGEON in the E.N.T. Depart- 
ment of the above Hospital. There are 55 E.N.T. Beds and 
6 specialist operating sessions each week. Valuable experience 
is available and the post is recognised for the purposes of the 
F.R.C.S. and the D.L.O. Salary will be £670 a year less £150 
a year for residential emoluments. 
Applications immediately to the 
Kent County Ophthalmic and Aural 
Kent. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.)  MID-KENT HOSPITAL MANAGBMENT COMMITTEE. 
Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S.(Eng.). 
Salary £670 a year, with deduction of £150 a year for residential 
emoluments. 
Applications to the 
as soon as possible. 
MORECAMBE. QUEEN VICTORIA HOSPITAL. 
Beds.) SENIOR HOUSE OFFICER (casualty). Post vacant 
November and normally tenable for 1 year. Successful applicant 
will be attached to the specialist Orthopeedic Unit. 
Applications, with names of 2 referees, to be addressed to the 


Administrative 
Hospital, 


Office, 
Maidstone, 


Administrative Officer at the Hospital 


(100 


Secretary. Royal Lancaster Infirmary, Lancaster. 
MORECAMBE. QUEEN VICTORIA HOSPITAL. (100 
Beds.) SENIOR HOUSE OFFICER (surgical). The successful 


applicant will work with a Consultant Surgical Unit and attend 
at Consultative Clinics. The post is vacant now and normally 
tenable for 1 year. 

Applications, with names of 2 referees, to be addressed to the 

Secretary, Royal Lancaster Infirmary. 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR REGISTRAR and REGISTRAR ANASTHETISTS 
(whole-time) at Newcastle General Hospital (861 Beds including 
310 surgical beds) and allied hospitals. Appointments up to 
3ist August, 1954, in the first instance and may be renewed for 
further periods. Respective scales of salary £1000-£1300, and 
£775-£890 p.a. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘* Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, not later than 20th 
October, 1953 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time 
appointment of SENIOR HOUSE OFFICER in the Department 
of Anesthetics at the Royal Victoria Infirmary. The post is 
subject to Ministry of Health terms and conditions of service 
and will be non-resident except for rotational emergency duty. 
It offers the opportunity to study for the F.F.A.R.C.S. Appli- 
eants should have held postgraduate appointments in medicine 
and surgery, but previous experience in anesthetics is not 
essential. 

Applications, giving full details, with the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks of 
the appearance of this advertisement. 

A. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 
NEWCASTLE GENERAL HOSPITAL. 
NEWCASTLE UPON TYNE HOSPITAL 
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY. OBSTETRICAL 
HOUSE SURGEON (70 Beds). The ebove post (resident) 
becomes vacant on Ist November, 1953. Consideration may be 
given to the possibility of alternating this post with that of the 
Gynecological House Surgeon. The post of Obstetrical House 
Surgeon is recognised for the purpose of Pre-registration Service 
and applications will be accepted from students who are on the 
point of taking their qualifying examinations. The department 
is recognised for the Diploma of M.R.C.0.G., and D.Obst. 
R.C.O0.G., and undertakes the training of Medical Students in 
the University of Durham. 

Applications should be addressed to the 
General Hospital, Westgate-road, 
together with l copy of 
1953. 


(861 Beds.) 
MANAGEMENT COMMITTEE. 


Secretary, Newcastle 
Neweastle upon Tyne, 4, 
2 recent testimonials by 24th October, 


> 
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SENIOR HOUSE OFFICER 
post becomes vacant on Ist 
for 1 year. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, We stzate-road, Newcastle upon Tyne, 4, 
eee with 1 copy of 2 recent testimonials, by 17th October, 
195 
NEWCASTLE GENERAL HOSPITAL. (861 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (Orthopedic Department), which is now 
vacant. The appointment is tenable for 12 months in the first 
instance. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
— with 1 copy of 2 recent testimonials, by 17th October, 

953 
NEWARK GENERAL HOSPITAL. Nottingham No. 1 
HOSPITAL MANAGEMENT COMMITTEE. Whole-time RESIDENT 
MEDICAL OFFICER with general duties required at Senior 
House Officer rate of salary. This post offers excellent experi- 
ence to anyone preparing to enter general practice. The Hospital 
has a busy Outpatient Department. Appointment for 1 year in 
first instance. 

Apply to Secretary, General Hospital, Nottingham, giving age, 
nationality, qualifications and present and previous appointments 
and names of 3 referees. 

NEWPORT, I.W. ST. MARY’S HOSPITAL. 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER in Surgery. Salary £670 p.a. 
Applications are invited from registered medical practitioners. 

HGUSE SURGEON. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant now. 

Applications, stating age. nationality, qualifications, and 
experience together with the names of 2 referees, to be sent as 
soon as possible to Group Secretary, Hospital Management 
Committee Headquarters, Clatterford House Carisbrooke, 1.W 
NEWPORT, I.W. ST. MARY'S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant Ist 
December, 1953. 

Applications. stating age, nationality, qualifications and 
experience, together with the names of 2 referees, to be sent to 
the Group Secretary, Hospital Management Committee Head- 
quarters, Clatterford House, 


(Chest Unit). The above resident 
November. 1953, and is tenable 


Beds.) 


(365 Beds.) 


Carisbrooke, I.W., as soon as 
possible. 
NEWPORT, MON. ROYAL GWENT HOSPITAL. (259) 
Beds.) (Recognised for D.A. and F.F.A. R.C.8.) Applications 


are invited for the post of SENIOR HOUSE OFFICER in 
Anresthesia (non-resident ). The successful candidate will 
receive a thorough training in the specialty and previous experi- 
ence is not essential. Post based at this Hospital, but will attend 
neighbouring hospital as well with Consultants. Extensive 
experience in anzesthesia available. 

Write. quoting 2 referees, to T. A. JONES 

64. Cardiff-road. Newnort. Mon. 

NOTTINGHAM CITY HOSPITAL AND SKIN CLINIC. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time NON- 
RESIDENT REGISTRAR (dermatology) required. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 19th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

NOTTINGHAM. CITY HOSPITAL. (823 Beds.) Appli- 
cations are invited for the post of HOUSE SURGEON, vacant 
immediately. Recognised for pre-registration purposes. 

Applic ations, stating age, nationality, qualifications, and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOP DICAND FRACTU RESENIOR HOUSE OFFICER, 
The post offers exceptional experience in traumatic and ortho- 
predic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry rerulations. 
If resident £150 deducted for emoluments. 

Applications, stating age, qualifications and 
together with copies of testimonials, to be sent to 

HENRY M. STANLEY. Secretary. 

NORWICH. HELLESDON HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER. This 
Mental Hospital of 1100 Beds. including a separate Neurosis 
Unit. serves 3 Outpatient Departments and 1 Child Guidance 
Clinic and maintains Occupational Therapy, E.E.G., Social 
Workers, and Clinical Psychologist Departments. " Salary 
£670 p.a. A flat would be available for a married man at a rental 
of £1 per week 





experiences, 


Applications, with names and addresses of 2 referees, to the 
Medical Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. (485 Beds.) 


Vacancies for : 
SENIOR HOUSE OFFICER 


or HOUSE OFFICER (Casualty 
Yoo nt). 





FRACTURE AND ORTHOPEDIC HOUSE OFFICER. 
Reevownised for F.R.C.S. 
“~ q OF FIC CER (general surgery). Recognised for 
R. 
HOU SE OFF ER (Anesthetics Department). Recognised 
for D. 


PRP ood nts to 31st March, 1954, in first instance. 
£100 a vear for residential emoluments. 

Anplications, enclosing 3 testimonials, 
S G. HILL, Superintendent. 


Deduction 


as soon as possible to 








3 

ds.) 
TER. 
jlent 
able 


istle 
; 
ber, 


ds.) 
[OR 
now 
first 


istle 
~~ * 
ber, 


» 4 
INT 
nior 
eri- 
vital 
r in 


age, 
ents 


ds.) 
TEE. 
p.a. 
ers. 
tion 


ic. 
)N- 
int- 


Old 
ze, 
nts 


rli- 
ant 


and 
als, 
tal, 





THE Lancet] 


THE LANCET GENERAL ADVERTISER 


[Ocr. 10, 1953 





NEWTON ABBOT HOSPITAL. (General Section—65 
Beds.) RESIDENT HOUSE SURGEON (Male or Female) 
required immediately. Married quarters available. 

Applications, stating qualifications, nationality, age. with copy 
testimonials, to be sent to the Group Secretary Torquay District 
Hospital Management Committee, 62/64, East-street, Newton 
Abbot, S. Devon 
NUNEATON. GEORGE ELIOT HOSPITAL. (289 Beds.) 
SENIOR HOUSE OFFICER or HOUSE OFFICER (gencral 
medicine) required (50 acute beds). Pre-registration candidates 
may apply. 

Applications to the Hospital Secretarv 
NUNEATON. MANOR HOSPITAL. (139 Beds.) House 
SURGEON required for general surgical duties including E.N.T. 
and ophthalmic work. Recognised for F.R.C.S. and pre- 
registration. 

Applications to the Hospital Secretary. 

NUNEATON. MANOR HOSPITAL. (139 Beds.) House 
PHYSICIAN (32 general medical beds), vacant now. Pre-registra- 
tion post. 

Applications to the Hospital Secretary. 

OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of Transitional SENTOR REGISTRAR 
in General Surgery at Northampton General Hospital. Post is 
reserved for a Surplus Senior Regi-trar (vide page 243 B.M.J., 
23rd May, 1953). tenable for 1 year in the first instance. 

Applications on forms obtainable from Secretary, Registrar 

Committee, to reach him by 24th October, 1953. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of REGISTRAR in Thoracie Surgery, 
Churchill Hospital. Unit consists of House Surgeon, Registrar, 
and 2 Consultants. Post suitable for candidates for M.R.C.P. 
or F.R.C. 

Applic ation forms obté 1inable from Administrator, Radcliffe 

Infirmary, Oxford. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited for the whole-time post of NON-RESIDENT 
REGISTRAR in Pediatrics. The appointment will be for 
1 year and will be eligible for extension for a second vear. 

Aplications on forms obtainable from the Administrator, 

Radelitfe Infirmary, Oxford should reach him by 30th October, 
1953. 
PENZANCE. WEST CORNWALL HOSPITAL. (100 
general beds.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from pre-registration graduates 
or qualified medical practitioners for the post of HOUSE 
SURGEON, 

Applications, stating age, nationality, qualifications, and 
experience, and enclosing copies of 2 recent testiinonials, should 
be forwarded to the Hospital Secretary, West Cornwall Hospital, 
Penzance. 

PENZANCE. WEST CORNWALL HOSPITAL. (100 Beds 

3 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. SENTOR HOUSE OFFICER (surgical) required. Post 
vacant now. Good and varied experience in diagnosis, treatment 
and operative procedure. 

Applications, stating age, experience and nationality, to the 
Hosnital Secretary. West Cornwall Hospital. Penzance. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointments of :— 

(1) SENIOR HOUSE OFFICER in Surgery, Devonport 
Section, recognised for the Fellowship of the Royal College of 
Surgeons, vacant 8th December, 1953. 

2) HOUSE SURGEON, Devonport Section, vacant 1st 
December, 1953. 

(3) PAEDIATRIC HOUSE PHYSICIAN, Freedom Fields 
Section, vacant Ist January, 1954, recognised for the D.C.H. 

(4) HOUSE PHYSICIAN, Freedom Fields Section, vacant 
Ist January. 1954. 

(5) HOUSE SURGEON, Freedom Fields Section, vacant 
Ist January, 1954, recognised for the Fellowship of the Royal 
College of Surgeons. 

(6) SENIOR HOUSE OFFICER to Casualty and Fracture 
Department, Greenbank Road Section, vacant immediately. 

(7) HOUSE PHYSICIANS (2 posts), Greenbank Road 
Section, both vacant Ist January, 1954. 

(8) HOUSE SURGEON, Greenbank Road Section, vacant 
October,—1953, recognised for the Fellowship of the Royal 
College of Surgeons. 

(9) RESIDENT ANAESTHETIST. Greenbank Road Section, 
vacant immediately. recognised for the D.A. 

Applications, stating age, nationality, qualifications and 
experience, with the names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank Road. Applications invited from registered 
dental practitioners for the appointment of RESIDENT 
DENTAL HOUSE SURGEON, vacant 2ist November, 1953. 
This appointment is recognised by the Royal College of Surgeons 
as fulfilling the requirements of candidates for the Fellowship of 
Dental Surgery. 

Applications, stating age, nationality, and experience, together 
with copies of 3 recent testimonials, should be sent to 

ARTHUR R. CASH, Group Secretary. 
7, Nelson-gardens, Stoke, Plymouth. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ment :— 
Queen Alexandra ee (with 126 surgical beds) 

SENIOR HOUSE SURGEON. 

Applications, stating age, experience and qualifications, and 
names of 2 referees, should be submitted as soon as possible to— 

35, Grove-road South, Southsea. E. H. Hurst 








PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTER. INFECTIOUS DISEASES HOSPITAL. (310 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER, whose work will comprise duties in both 
infectious diseases and tuberculosis wards. 

Applications, stating age, experience, and qualifications, and 
names of 2 referees. should be submitted as soon as possible to 

35. Grove-road South, Southsea. E. H. Hurst 
PORTSMOUTH. QUEEN ALEXANDRA HOSPITAL. 
(War Pensioners Unit—104 Beds.) SENIOR HOUSE OFFICER 
(medical). Post now vacant. National Health Service salary 
£670, with a deduction for residential emoluments. 

Application forms will be provided on request to Hospital 

ore Branch, Ministry of Health, Norcross, Blackpool, 
zancs. 
PONTEFRACT GENERAL INFIRMARY. Resident 
CASUALTY OFFICER required. Graded as Senior House 
Officer. Salary £670, less £130 for emoluments. Recognised for 
Fellowship 

Applications to the Secretary, Pontefract and Castleford 

Hospital Management Committee, Gt. Northern House, Salter- 
row, Pontefract. 
POOLE GENERAL HOSPITAL. Bournemouth and 
EAST DORSET HOSPITAL MANAGEMENT COMMITTE!S RESIDENT 
AN-ESTHETIST (Senior House Office £ ) as quire d immediately. 
Hospital recognised for the D.A. and F. hf 

Applications to the Hospital Secretary. 

POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEI 





2 HOUSE SURGEONS (pre-registration) required. Posts 
vacant on 7th November, 1953, and L4th December, 1953, 
respectively. The Hospital is recognised for the F.R.C.S. and 


F.R.C.S.F 

Applic ations to the Hospital Secretary. 

PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, 
MON. (115 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
(surgical). This is the senior resident post. 2 House Surgeons 
and a House Physician also resident. Salary £700—£50-£1000, 
less £150 board-residence. 

Write, quoting 2 referees, to T. A. JONES. 

64, Cardiff-road, Newport, Mon. ‘ 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTE! Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER Area Accident and Orthopaedic 





Department ) Duties (which include casualty work) at Royal 
Berkshire Hospital (403 Beds) and Rattle Hospital (343 Beds). 
Person appointed will work with Registrar and House Officer, 

Applications, stating age, nationality, present post, qualifica 


tions with dates, together with names of 2 referees, to the 
Groun Secretary, 3, Craven-road, Reading. 

READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited for the appointment, House 
Officer grade, of RESIDENT ASSISTANT PATHOLOGIST 
vacant 16th October, for period 6 months. Previous experience 
in pathology unnecessary. 

Applications, with full particulars, and copies of recent 
testimonials to Secretary 
REDRUTH. CAMBORNE-REDRUTH HOSPITAL, West 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Anplications 
are invited from pre-registration graduates or qualified medical 
practitioners for an appointment of HOUSE SURGEON to the 
Obstetric and Gynecological Departments, commencing on 
Ist January, 1954. This Hospital i8 recognised for the 
M.R.C.O.G, in Obstetrics. 

Applications, stating age, experience, qualifications, and 
nationality, together with copies of 3 testimonials, should be 
submitted to the Hospital Secretary, Camborne-Redruth 
Hospital, Redruth, by 17th Octeber, 

REDRUTH. CAMBORNE-REDRUTH HOSPITAL. (151 
Beds—4 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (surgical) 
required for the above Hospital. Post now vacant This is 
a general hospital with a great variety of cases. The post 
gives good experience in diagnosis, operative and postoperative 
treatment, and in actual operative procedure to the candidate 

Applications, stating age. experience and nationality, together 

with references, to Hospital Secretary, Camborne-Redruth 
Hospital, Redruth, Cornwall. 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL, SURREY. (576 Beds.) REDHILL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT SENIOR HOUSE 
OFFICER (anesthetics). To commence duty Ist November. 
Appointment recognised for D.A. Salary £670 p.a., less £130 
for residence, &c. 

Anply to Group Secretary at above address. 

REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL, SURREY. (576 Beds.) REDHILL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT HOUSE PHYSICIAN, 
vacant 25th October. Approved pre-registration post, 

Apply Group Secretary, at above address. 

ROCHDALE. BIRCH HILL HOSPITAL. (General—951 
Beds.) ROCHDALE AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEF. SENIOR HOUSE OFFICER (anvsthetics). Appoint- 
ment for 1 year and post recognised for D.A. 

Applications to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale. not later than 17th October, 1953. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of SENIOR HOUSE OFFICER in Pathology 
in this large General Hospital containing well-equipped laboratory 
where excellent opportunities exist for gaining extensive 
experience. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of referees, should be sent immediately to the 
Group Secretary. Romford Group Hospital Management Com- 
mittee, Oldchurch Hospital, Romford. 
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SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT CASUALTY OFFICER (Senior 
House Officer) for a period of 12 months from 16th December. 

Applications, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. - 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 

SENIOR REGISTRAR in Ophthalmology for duties at 
the Victoria Infirmary and Southern General Hospital, Glasgow. 

SENIOR REGISTRAR in Ophthalmology based at the 
Ophthalmic Institution, Glasgow. 

REGISTRAR in Psychiatry based at the Southern General 
Hospital, Glasgow. 

These appointments are subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 19th October, 1953. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the following non-resident posts 
at the Royal Hospital, Sheffield : 

(a) SENIOR REGISTRAR in General Medicine. 

(b) SENIOR REGISTRAR in Ophthalmology. 

The above appointments are for 1 year in the first instance and 
will be reviewed annually. It has been agreed in principle 
between the Board of Governors of the United Sheffield Hospitals 
and the Sheffield Regional Hospital Board that the appoint- 
ments, if extended to the full period of 4 years, will be divided, 
if circumstances permit, between the Royal Hospital and 
hospitals in the Region. 

(c) REGISTRAR in Orthopedics. 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees, should be sent to the Chief Adminis- 
trative Officer, The United Sheffield Hospitals, West-street, 
Sheffield, 1. The closing date for applications for post (a) is 
17th October, and for post (6), 24th October, whilst applications 
for post (c) should be sent at once. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Chest 
Diseases required for the Nottingham Chest Service. Duties 
include sessions at the Nottingham and District Chest Centre, 
Basford Sanatorium, the Thoracic Surgical Unit at Nottingham 
City Hospital, and Nottingham No. 2 Mass Radiography Unit. 
Appointment for 1 year in the first instance, reviewable annually. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, and naming 3 referees, to 
Secretary, Sheffield Regional — Board, Old Fulwood-road, 
Sheffield, by 19th October. 19 


SHEFFIELD REGIONAL Rena. BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Radiology 
required. The successful candidate will be appointed primarily 
to the City General Hospital, Sheffield, but will, by agreement 
with the Board of Governors of the U nited Sheftield Hospitals, 
take part in a scheme whereby he and the Senior Registrars in 
Radiology at the Teaching Hospitals exchange duties for varying 
periods. The duties will also involve sessions at the Barnsley 
Hospitals. The appointment is for 1 year in the first instance, 
reviewable annually. 

Applications, giving age, nationality, qualifications, present 

and previous appointments with dates, together with names and 
addresses of 3 referees, should be sent to the Secretary, Sheffield 
Regional Hospital Board, Old Fulwood-road, Sheffield, 10, to 
arrive not later than 19th October, 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time Resident Locum SURGICAL REGISTRAR required 
immediately at the Newark Hospital, Newark-on-Trent. Remun- 
eration at rate of £16 per week, less £2 17s. 8d. per week for 
residential emoluments. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 


SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
training hospital for the F.R.C.S.) SHEFFIELD REGIONAL HOS- 
PITAL BOARD. Whole-time NON-RESIDENT REGISTRAR 
(orthopedics) required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 19th October, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for the D.A.) Applications — invited from suitably qualified 
practitioners, Male or Female, for the resident appointment of 
SENIOR HOUSE OFFICER in Anesthetics, now vacant. 
The post offers a wide experience in anesthesia for general 
surgery, obstetrics, and gynecology and in the Departments of 
Urology and Thoracic Surgery. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and names 
of 2 persons to whom reference may be made, should be for- 
warded to the undersigned at Nether Edge Hospital, Sheffield, 11. 

W. STANSFIELD, Secretary. 
SHREWEBURV. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from general registered 
practitioners (Male or Female) for the appointment of RESI- 
DENT HOUSE SURGEON in General Surgery. Vacant 
immediately, and tenable in the first instance for 6 months. 
Recognised for the F.R.C.S., and approved for Pre-registration 


Service. Salary and conditions of service in accordance with 
national scale. 
Applications with references, should be sent to- 
. P. MALLETT, Group Secretary, 
Group 15 Hospital Management Committee. 
Royal Salop Infirmary, Shrewsbury,\27th July,,1953. 
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SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of ORTHOPALEDIC/ACCIDENT HOUSE 
SURGEON (Senior House Officer). The successful applicant 
will be allowed to attend for 2 days a month at The Robert 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 

Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to J. P. MALLETT, Group Secretary, 

Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 10th July, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Shrews- 
BURY GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners (Male or 
Female) for the post of SENIOR HOUSE OFFICER or HOUSE 
OFFICER (pediatric), to take charge of the Royal Salop 
Infirmary Children’s Unit (70 Beds), under the Consultant 
Peediatrician. Vacant 12th October, 1953. The Unit consists 
of medical, surgical, and fever beds. 

Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to the Group Secretary, Shrewsbury Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. 

22nd August, 1953. J. P. MALLETT, Group Secretary. 
SHREWSBURY. ROYAL SALOP INFIRMAHY ANDO 
COPTHORNE HOSPITAL. (500 Beds.) SHREWSBURY GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for the 
post of RESIDENT ANAESTHETIST (Senior House Officer 
grade). Post recognised under the conditions of the F.F.A.R.C.S. 
examination, and now vacant. 

Applications, stating age, nationality, qualifications, and 
previous experience, together with copies of recent testimonials, 
should be sent to the Group Secretary, Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. 

J. P. MALLETT, Group Secretary. 

Royal Salop Infirmary, Shrewsbury, 12th September, 1953. 
SHREWSBURY. EYE, EAR AND THROAT yap il may 
SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTE 

oy are invited for the post of SENIOR HOUSE 
OFFICER (E.N.T.) vacant immediately. Duties at E.N.T. 
Hospital (68 Beds) and Copthorne Hospital (168 Beds). Post 
recognised for the D.L.O. R.C.S. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of recent testimonials, should 
be sent to J. P. MALLETT, Group Secretary 

Royal Salop Infirmary, Shrewsbury, 24th September, 1953. 
SLOUGH. UPTON HOSPITAL. North West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. ANACSTHETIC REGIS- 
TRAR (resident) required at above Hospital. Post recognised 
for D.A. Approximately 60% of the duties will be performed 
at Upton Hospital and 40% shared between other hospitals 
in the Group. Hospital may be visited by direct appointment. 

Application forms obtainable from and _ returnable to 
Group Secretary, Windsor Group Hospital Management 
Committee, Alma-road, Windsor, by 16th October. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Chest Diseases to fill a vacancy 
in the approved trainee establishment at the Bromley Group 
of hospitals, for duty mainly at the Bromley and Penge Chest 
Clinics. Candidates must have had good experience in general 
medicine and in the diagnosis and treatment of pulmonary 
tuberculosis in adults. The appointment will be in aceordance 
with the terms and conditions of service of hospital medical 
and dental staffs (England and Wales), and will be for 1 year 
in the first instance. 

Applications giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 

1, Portland-place, London, W.1, not later than 24th October, 

1953. 
SOUTHAMPTON CHEST HOSPITAL. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for the post of SURGICAL REGISTRAR to the Thoracic 
Surgical Unit of the above Hospital. This Unit comprises 80 
surgical beds and is very active in all branches of thoracic 
surgery. Candidates need not have had any previous experience 
in thoracic surgery, but it is essential that they should have had 
experience in general surgery. If desired the Hospital may be 
visited by prior arrangement. 

Application forms may be obtained from the undersigned, to 
whom they should be returned when completed, by not later 
than 24th October, 1953. 

FRANK JENNINGS, Group Secretary, 
Southampton Group Hospital Management Committee. 

Bullar-street, Southampton. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Pre- 
registration appointments. HOUSE OFFICER (obstetrics 
and gynecology) required. 2 posts aaa shortly. Recognised 
for M.R.C.O.G. and D.Obst.R.C.O.¢ 

Detailed applications, with copy testimonials, to the Group 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (pediatrics) required. Recognised pre-registration 
post. 

Detailed applications, with copy testimonials, should be for- 
warded to the Group Secretary, Hospital Management Committee, 
Princes-road, Stoke-on-Trent, as soon as possible. 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE OFFICER (orthopedics) required, vacant 
now. Post recognised for F.R.C.S. 

Applications, stating age and nationality, together with details 
of previous service, to the Group Secretary, Stoke-on-Trent 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
ST. ALBANS, HERTS. NAPSBURY MENTAL HOS- 
PITAL. Applications are invited for the posts of 2 SENIOR 
HOUSE OFFICERS, appointments to commence immediately. 
Previous experience as House Physician or House Surgeon 
essential. Previous psychiatric experience desirable but not 
essential. Regular clinical case conferences, good psychiatric 
library and other training facilities. Salary £670 p.a. Residential 
accommodation is available, if required, for which a charge will 
be made. No married quarters. 

Applications, with references or testimonials, to be sent not 

later than 20th October, 1953, to the Medical Superintendent 
(Telephone : Bowmansgreen 2181). 
ST. HELENS. ECCLESTON HALL HOSPITAL. (75 
Beds.) Applications are invited for the post of SENIOR HOUSE 
OFFICER at the above Hospital. The person appointed 
will work under the supervision of the Consultant Chest Physician 
for the Group. There are 75 Beds and the work comprises all 
types of tuberculosis. Good residential accommodation for a 
single person, male or female, is available. 

Applications to be forwarded to— 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Gronn Office. Countv Hospital, Whiston, near Prescot. 

ST. HELENS HOSPITAL, Marshalls Cross-road, St- 
HELENS. (196 Beds.) Applications are invited for the appoint- 
ment of RESIDENT HOUSE SURGEON 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded immediately 
to— N. RICHARDS, Secretary. 

St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 

ST. HELENS HOSPITAL. (196 Beds.) Applications 
are invited for the appointment of SENIOR HOUSE OFFICER 
to act as Casualty Officer. The appointment will be subject to 
annual review. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded immediately 
to N. RICHARDS, Secretary, 

Helens and District Hospital Manage ment Committee. 
enn Office, County Hospital, Whiston, near Prescot. 
SWINDON. VICTORIA HOSPITAL. Applications invited 
for post of RESIDENT SENIOR HOUSE OFFICER 
(ansesthetics) for the Swindon hospitals. Post is recognised 
for the D.A. Approved salary, conditions, &c. 

Apply nr ag Swindon and District Hospital Manage- 

ment Committee. 7. Okus-road. Swindon. 


STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Post now vacant. Duties mainly at the 
General Infirmary, Stafford, which is the main and acute general 
hospital of the Group. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, Stafford Hospital Management Committee, 13, Fore- 
gate-street, Stafford. 
STOCKPORT. STEPPING HILL HOSPITAL. (464 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFIC x See Surgical Officer). The post is recognised 
for the F. 

Applic Erol stating , age, qualifications and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport ft Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire, forthwith. 


SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medica] practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Traumatic 
and Orthopedic Surgical Department. 

Applications, stating age, qualifications and experience, should 
be addressed to the Medical qi eg Morriston Hospital, 
Swansea. . HOWELLS. Group Secretary. 
SWANSEA. MOUNT PLEMGANT HOSPITAL. (276 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Regis- 
tered medical practitioners are invited to apply for the resident 
appointment of JUNIOR HOSPITAL MEDIC AL OFFICER 
(Female) for work in the Medical and Surgical Departments, 
and in the Chronic Sick Wards of the above Hospital. 

Applications, stating age, experience, and qualifications, 
should be addressed to the undersigned. 

O. C. HOWELLS, Group Secretary, 
Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 

SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the posts (2) of RESIDENT 
ANAZESTHETISTS (Senior House Officer grade). The Hospital 
is recognised under the D.A. regulations. 

Applications, stating age, qualifications and experience, should 
be addressed to— 0. C. HOWELLS, Group Secretary, 

Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 

SWANSEA HOSPITAL. (403 Beds.) ee a 
MANAGEMENT COMMITTEE. Registered medical practitio 

are invited to apply for the resident post of NENIOR HOUSE 
OFFICER in the E.N.T. Department of the above Hospital. 
The Hospital is recognised under the regulations of the 
F.R.C.S. (E.N.T.) and the D.L.O. 

Applications, stating age, qualifications and experience, 
should be forwarded to O. C. HOWELLS, Group Secretary. 

St. Helen’s-road, Swansea. 





SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners 
are invited to apply for the non-resident appointment of 
SENIOR HOUSE OFFICER in the Orthopedic Department 
of Swansea Hospital. The Hospital is recognised for Part II 
of the Diploma in Physical Medicine. 

Applications, stating age, qualifications and experienc e, should 
be addressed to— O. C. HOWELLS, Group Secretary, 

; Glantawe Hospital Management Committee. 

_ Swansea Hospital, St. Helen’s-road, Swansea. 

TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT SURGICAL 
REGISTRAR required at above Hospital, which may be visited 
by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 23rd October. 

TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 22nd November. Preference given to persons 
—— pre-registration post under Medical Act, 1950. 

Applications, stating age, qualifications, with dates, &c., 
togethe r with copies of 2 testimonials, to Hospital Secretary by 
16th October. 


TREDEGAR GENERAL HOSPITAL, Mon. Senior 
HOUSE OFFICER (surgery) required at ‘above Hospital (20 
miles from Newport and 24 from Cardiff). Surgery Unit of 50 
Beds and 6 orthopedic beds under daily supervision of Con- 
sultant Surgeon and visiting supervision of Orthopedic Surgeon. 
Busy Outpatients (10 specialties) and Casualty Departments. 

Apply, with full particulars, to Group Secretary, Hospital 

Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 
TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds. 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applic paree are invited for the ane pre-registra- 
tion post of HOUSE SURGEON (E.N.T. and Ophthalmic 
Departments) inte JUNIOR HOUSE 3 HYSICIAN, vacant 
4th November, 1953. 

Applic ations, stating age, qualifications and experience, with 
copies of 2 recent testimonials, to the Hospital Secretary. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds. 9 Reside tits.) WEST CORNWALL HOSPITAL 
MANAGEME . Applications are invited for the 
post of SENIOR RESIDENT HOUSE OFFICER to the 
Orthopedic and Traumatic Department. This is a large and 
busy centralised unit with 2 Consultants, 64 Beds, and Out- 
patient Departments also 45-Bed Rehabilitation Annexe which 
deal with the whole of the West Cornwall Area. 

Applic ations, stating age, nationality, qualifications and 

experience, and accompanied by copies of 2 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwal) 
Infirmary, Truro, without delay. 
TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds. 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the newly created office of 
SENIOR HOUSE OFFICER (Pathological Department). 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, should be sent to the 
Hospital Secretary, Royal Cornwall Infirmary, Truro. 
TUNSTALL. BURSLEM, HAYWOOD AND TUNSTALL 
WAR MEMORIAL HOSPITAL. (96 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for HOUSE 
OFFICER (medical). 

Apply, with copy testimonials and details of previous appoint- 

ments held, to the Group Secretary, Stoke-on-Trent Hospital 
Management Committee, Princes-road, Stoke-on-Trent, as soon 
as possible. 
WINDSOR. KING EDWARD VII HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER (geriatrics) required for post 
vacant 2Ist October. Salary £700—-€50-£1000 p.a., less £120 
p.a. board-residence. Residence at Old Windsor Unit. 

Applications, stating age, nationality, qualifications with 

dates, and experience, with 3 testimonials or names of referees, 
to Hospital Secretary by 23rd October. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
PHYSICIAN (pediatric) required, Male or Female, for post 
vacant 26th November. Hospital recognised for D.C.H. ; 
residence at the Old Windsor Unit. Preference given to person 
seeking pre-registration House Officer post ; candidates must be 
members of a medical protection society. National salary. 

Applications, stating age, nationality, qualifications with 

dates, and experience, with 3 testimonials or names of referees, 
to Hospital Secretary by 23rd October. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
PHYSICIAN required, Male or Female, for post vacant 3Ist 
November. Preference given to person seeking pre-registration 
House Officer post ; candidates must be members of a medical 
protection society. National salary. 

Applications, stating age, nationality, qualifications with 

dates, and experience, with 3 testimonials or names of referees, 
to Hospital Secretary by 23rd October. 
WINDYGATES, FIFESHIRE. CAMERON 1.D. HOS- 
PITAL. RESIDENT HOUSE PHYSICIAN required for 6 
months. The post is recognised for Pre-registration Service. 
The Hospital consists of 100 infectious diseases beds, including 
12 for treatment of tuberculous meningitis, and 30 chronic sick 
beds. Salary in accordance with national scale. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fife Hospitals Board of Management, 
243a, High-street, Kirkcaldy. . 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE OFFICER (gynecology) required, 
vacant immediately. The Hospital is recognised by the 
Royal College. 

Applications, with copies of 2 testimonials, to the Secretary. 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER (orthopredics ) Applications are invited for the post of HOUSE SURGEON 
required immediately. Resident. Post recognised for F.R.C.S. (Male or Female) at the above Hospital. National Health 
Wide experience available under Area orthopeedic team. Appoint- Service terms and conditions. The staffing of the Surgical Unit 
ment for 6 months in the first instance. 


Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE PHYSICIAN to Maternity Depart- 
ment, vacant 26th November. Hospital is recognised by the 
Royal College. 

Applications, with conies of 2 testimonials. to the Secretary. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Medicine to serve the Caernarvon and Anglesey Hospital 
Management Committee. The successful candidate will be based 
at the Caernarvon and Anglesey General Hospital. Bangor, and 
may also be expected to serve other hospitals within the Group. 
The post is non-resident and will be subject to review at the end 
of the first year. 

Forms of application should be obtained from the 
Administrative Medical Officer, W 
Cathays Park, Cardiff, 
advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Mid-Glamorgan Hospital Management 
Committee. The successful candidate will be based at Bridgend 
General Hospital (400 Beds), and may also be expected to serve 
other hospitals within the Group. This Hospital is recognised 
for F.R.C.S. The post may be resident or non-resident and will 
be subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 

WHISTON. COUNTY HOSPITAL. (882 Beds.) Appli- 
cations are invited for the i -—o- nt of RESIDENT PACDIA- 
co IC HOUSE PHYSICTAN » Hospital is recognised for the 

-H. examination. The dey tee he nt comprises 22 Cots and 
28. Beds and in addition there are 75 neonatal cots and a busy 
Outpatients Department. 

Applications, stating age, 
giving 2 names for reference, 
to 


Senior 
Welsh Regional Hospital Board, 
within 14 days of appearance of this 


qualifications and experience, and 
should be forwarded immediately 
N. RICHARDS. Secretary, 

St. Helens and District Hospital Management Committee. 
Group Office. County Hospital, Whiston, near Prescot. 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane, WAKEFIELD. (160 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE NO. 9 WAKEFIELD A GROUP. Applications are invited 
for the appointment of aSENIOR HOUSE OFFICER in General 
Surgery at the above Hospital. Terms and conditions of service 
are in accordance with the National Health Service Act and 
regulations thereunder. 

Applications should be made to the 
Hospital, Wakefield. 

WAKEFIELD. CLAYTON HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
2 Locum HOUSE SURGEONS (resident) required for general 
surgery and orthoperedics for any period up to 31st January, 1954. 

Apply, giving full particulars to Group Secretary, Clayton 
Hospital, Wakefield. 

WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTER NO. 9 WAKEFIELD A GROUP. 
Applications are invited for the post of RESIDENT SURGICA 

OFFICER (Senior House Officer grade) £670 p.a. The Hospital 
is recognised for the F.R.C.S. (Eng.), and the post offers 
excellent experience in general surgery. 

Applications should be made to the 


Group Secretary, Clayton 


(200 Beds.) 


undersigned immediately. 
. READ, Group Secretary. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for : 

(a) Locum SENIOR HOUSE SURGEON 
fos month of October. Salary £13 per week, 
£2 10s. per week for board, lodging, &c. 

(b) Locum HOUSE SURGEON (gynecology and general 
surgery). Salary £8 per week, less a deduction of £1 18s. 4d. for 
board, lodging, &c. 

Address written applications with full particulars to 

G. L. BANNER, Group Secretary. 
Victoria Chambers, Wood-st reet, Wakefield. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
rHORACIC UNIT. Applications invited for the following appoint- 
ments in the Leeds Regional Thoracic Centre (54 Beds) at 
Pinderfields General Hospital : 

(i) SENIOR HOUSE PHYSICIAN, 

(ii) SENTOR HOUSE SURGEON. 
Salary for above posts £670 p.a., less a charge of £130 p.a. for 
board, lodging, &e. 

(iii) Locum SENIOR HOUSE OFFICER. 
week less a charge of £2 10s. a week for board, 

Address written applications, with full 
names and addresses or reference, to 
G. L. BANNER, 
Victoria Chambers, Wood-street, Wakefield, 

WORCESTER (near). POWICK MENTAL HOSPITAL. 
Locum JUNTOR HOSPITAL MEDICAL OFFICER required. 
Applications 


(general surgery ) 
less a deduction of 


Salary £13 per 
lodging, &c. 
particulars and 2 


Group Secretary. 


; with copies of testimonials, should be sent to 
the Medical Superintendent. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 


are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350- 
£450 p.a., less a deduction of £100 for full residential emoluments. 
Applications should be sent to 
H. L. Boot, Group Secretary, 
Warrington and District Hospital Management Committec. 
c/o General Hospital, Warrington, Lancs. 
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consists of a Senior Reigstrar, 
Surgeons. The 
Apply, 


Senior House Officer. and 2 House 

post offers a comprehensive training in surgery. 

giving full particulars to 
H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital. Warrington, Lancs. 


WREXHAM. MAELOR GENERAL HOSPITAL. (513 
Beds.) WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 


HOUSE SURGEON at the above Hospital to commence 
immediately. The appointment is recognised for the Diploma 
of F.R.C.S. (Eng. and Edin.). Salary will be at the rate of 
£350, £400, or £450 p.a. according to experience, less £100 p.a. 
for full residential emoluments. 

Applications, stating age, nationality, 
experience, together with copies of 2 
be addressed to 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Croesnewydd-road, Wrexham. 


WREXHAM. WAR MEMORIAL HOSPITAL. (170 Beds.) 
WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence immediately. 
The appointment is recognised for the Diploma of F.R.C.S. 
(Eng. and Edin.) and is an approved pre- -registration House 
Officer post. Salary will be at the rate of £350, £400, or £450 p.a., 
according toe xperience, less £100 p.a. for re sidential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Croesnewydd-road, Wrexham. 


WREXHAM WAR MEMORIAL HOSPITAL. (170 Beds.) 
WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (resident or non-resident) 
for the Casualty Orthopedic Department of the above Hospital. 
Salary £700—-£50-£1000 p.a., Whitley Council conditions of 
service. 

Applications, giving details of age, qualifications, and previous 
experience, together with copies of 2 recent testimonials, should 
be sent to 


qualifications and 
recent testimonials, should 


WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee, 
Maclor General Hospital, Wrexham. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (Male or Female) required at 


the above Hospital, House Officer grade post, 
Approved pre-registration post. 

Applications, stating age and qualifications. together with the 
names of 2 referees, should be forwarded to the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, as early as possible. 


WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 
The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 
SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 
and Orthopmdic Department), vacant now. 
HOUSE OFFICER (Casualty Department), 
HOUSE OFFICER (Ear, Throat and 
vacant 3lst October. 
Wolverhampton and Midland Counties Eye Infirmary 
HOUSE OFFICER, vacant now.. Appointment recognised 
for F.R.C.s. and D.O. examinations. 
Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 
The Royal Hospital, Wolverhampton. 
WARWICKSHIRE. SOUTH WARWICKSHIRE HOS- 
PITAL GROUP (NO. 14). Applications are invited for the appoint- 
ment of SENIOR HOUSE OFFICER (anesthetics) for duties 
mainly at the Warwick Hospital. The post is now vacant. 
Applications, giving the names and addresses of 3 referees, 
should be sent to the undersigned as soon as possible. 
W. A. JAMES, Group Secretary. 
Leamington Spa. 


SOUTH WARWICKSHIRE HOS- 


now vacant. 


vacant now. 
Nose Department), 


87, Radford-road, 
WARWICKSHIRE. 


PITAL GROUP (NO. 14). SENIOR HOUSE OFFICER (anres- 
thetices). Applications are invited for this appointment which 
is at present vacant. Duties at hospitals in the 


Group but 
mainly at the Warneford Hospital, Leamington Spa. 

Applications, giving names and addresses of 3 referees, to be 
sent to the undersigned as soon as possible. 

\ A. JAMES, Group Secretary. 

87. Radford-road, Leamington Spa. 
WARWICK HOSPITAL, Lakin-road, (265 
Beds. ) SOUTH WARWICKSHIRE HOSPITAL GROUP (NO. 14). 
Applications are invited for the appointment of CASUALTY 
OFFICER (Male or Female), Senior House Officer grade. The 
post is suitable for one reading for higher qualifications and offer 
facilities for contact with all Specialist Units in the Hospital. 

Applications, together with 2 testimonials, to be sent to the 
Administrative Officer, Warwick Hospital, Warwick, as soon 
as possible. 


WARWICK HOSPITAL. Applications are invited for the 


Warwick. 


resident post of HOUSE OFFICER in Orthopedics. Work 
includes attendance at clinics. ; 
Applications, with copies of 2 recent testimonials, to the 


Administrative Officer, Warwick Hospital, Lakin-road, Warwick. 
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WORTHING HOSPITAL, Lyndhurst-road, Worthing, 
SUSSEX. (221 Beds.) WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the appointment of SURGICAL HOUSE 
OFFICER (Senior House Officer grade). The post is recognised 
for the revised Fellowship regulations in respect of the 6 months 


training required by candidates for the Final Fellowship 
examination. 

Applications, stating age, qualifications, nationality, and 
experience, together with .copies of 2 recent testimonials, to be 


forwarded to the Hospital Secretary, as soon as possible. 
A. V. OAKTON, Group Secretary. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 
Westwood Hospital, Beverley, Yorks (218 Reds) 

(a) ORTHOPASDIC HOUSE SURGEON (Senior 
Officer). Recognised for F.R.C.S. Vacant now. 

(b) HOUSE SURGEON (first, second, or third post), vacant 
now. Pre-registration post. Recognised for F.R.C.S. General 
surgical duties, some orthopedics. 

— ee General Hospital, 
seds) 

(c) HOUSE SURGEON (first, second, or third post), vacant 
now. Pre-registration post. Recognised for F.R.C.S. General 


surgical duties. 

(dq) HOUSE PHYSICIAN (first, second, 
vacant early October. Pre-registration post. Duties include 
medical and chronic wards, casualty and some anesthetics 
and panes: Good general experience for first house appoint- 
ment. 

Northfield Sanatorium, Driffield, Yorks (78 Beds) 

(e) HOUSE PHYSICIAN (first, second, or third post). 
General Sanatorium treatment. Provision may be made available 
for thoracic surgery, pathological experience, and M.M.R 
Unit. Time for study. 

Salary for (a) is £670 p.a., less £140 for board and lodging ; 
and for (b), (c), (d), and (e) £350-£450 p.a., less £100°for board 
and lodging. Fully qualified practitioners may also apply for 
the pre-registration posts. 

Detailed applications 
Beverley, Yorkshire. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. 

Grange Hospital, York (Geriatric Hospital of 259 Beds 
with Consultant staff) 

JUNIOR HOSPITAL MEDICAL OFFICER in Geriatrics 
Residence available 


(resident or non-resident ) as soon as possible. 
Hoste of modern general hospital im same grounds. 


House 





Driffield, Yorks (249 


or third post), 


to Secretary, Westwood Hospital, 


at. Doctors’ 
Charge of £153 for residence. 
Naburn and Bootham Park Hospital, York 

JUNIOR HOSPITAL MEDICAL OFFICER in Psychiatry 
to live in or near Bootham Park Branch, which is 5 minutes walk 
from centre of York. Quarters available for single person at a 
charge of £158. Combined hospital, which has at + at 
Beds, is in process of expansion and has high turnover of cz 
Has private and amenity beds. Associated outpatient clinics 
are held at York County Hospital in addition to outpatients seen 
at Bootham Park. Facilities for attending D.P.M. course at 
Leeds University. 

Both posts Junior Hospital Medical Officer 
£7 00-£50-—£1000. 

Applications, giving age, 
tions, and names of 21 





grade. Salary 


qualifica- 
York 


nationality, experience, 
eferees, innmediately to Secretary, 


and Tadcaster Hospital Management Committee, Bootham 
Park, York. f 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 


HOUSE SURGEON required. House Officer grade 
vacant. Hospital has busy general surgical practice, including 
gymecology and operative obstetrics. Duties include casualty 
rota duty, assistance in Outpatient and Fracture Clinic s, and in 
the Operating Theatres, and the care of surgical inpatients. 4 
residents on staff. 

Applications, giving full particulars, 


post, now 


with copies of 2 recent 


testimonials, to the Secretary, Noble’s Hospital, Douglas, Isle 
of Man. 
U.S.A. SAINT VINCENT’S HOSPITAL, Bridgeport, 


CONNECTICUT. A.M.A. approved ROTATING INTERNSHIPS 
available, leading to Residencies in Specialties, in a 400-Bed 
general hospital, close to Metropolitan New York. In addition, 
it has the following features : 

(1) Regional hospital teaching affiliation with 

University-Bellevue Medical Centre. 

(2) State Department Exchange-Student Programme. 

For information, write to Administrator. Saint Vincent’s 
Hospital, Bridgeport, Connecticut, U.s 


New York, 








Public Appointments 


GLAMORGAN EDUCATION AUTHORITY. RHONDDA 
URBAN DISTRICT COUNCIL. COMMITTEE FOR EDUCATION. Appli- 
eations are invited from registered meare practitioners for 
appointment as ASSISTANT MEDIC IF FICER, under the 
supervision of the District School Medical Officer at a salary 
of £950 p.a., rising by annual increments of £50 to £1300 p.a. 
Preference will be given to candidates holding the D.P.H. or 
D.C.H., and experience in pediatrics will be an advantage. 
The appointment is superannuable and the successful candidate 
will be required to pass an examination as to physical fitness. 
The successful candidate, if in need of housing accommodation 
and not already a resident of the Rhondda Urban Area, may be 
offered the tenancy of a Council house. 

Forms of application and conditions of appointment may be 
obtained from the District School Medical Officer, Tydfil House, 
Pentre, Rhondda, by whom completed applications should be 
received as soon as possible. 


D. J. 








JONES, Clerk of the Council. 





BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications invited from registered 
medical practitioners for post of ASSISTANT ADMINISTRA 
TIVE MEDICAL OFFICER OF HEALTH (Male or Female). 
Candidates should hold the Diploma of Public Health. The 
successful candidate will have an opportunity to gain experience 
in all branches of the Public Health Service, including maternity 
and child welfare. The salary scale is £1250-£50—-£1450. Com- 
mencing salary within the scale will depend upon the Medical 
Officer’s experience. Pension scheme (including Widows and 
Orphans) ; medical examination. The Officer appointed will be 
required to devote his/her whole-time to official duties and the 
appointment will be subject to 1 months notice on either side. 

Form obtainable from Medical Officer of Health, Council 
House, Birmingham, 3. ‘ations with 3 testimonials, to be 
returned by 19th October 
BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications invited for appointment of 
Whole-time DENTAL OFFICER (Male or Female). Duties 
will be concerned with dental inspection and treatment of 
expectant and nursing mothers and young children up to age 
of 5 years. Salary £800—-£50-£1250 p.a. with placement on the 











seale according to experience. Pension scheme (including 
widows and orphans); medical examination. The Officer 
appointed will be required to devote his her whole time to 


official duties and the appointment will be subject to 1 months 
notice on either side. 

Applications, stating qualifications and experience, with names 
of 3 referees, to be sent to Medical Officer of Health, Council 
House, Birmingham, 3, not later than 26th: October, 1953. 
GOLD CUAST LOCAL CIVIL SERVICE. The following 
vacancies exist in the Medical Department of the Gold Coast 

MEDICAL OFFICERS, for general duties, including hospital 
and district work. 

RADIOLOGIST, to take charge of Hospital X-ray Department 
and to train junior staff as X-ray attendants. Candidates must 
possess the Diploma in Medical Radiology (diagnostic) or 
equivalent qualification. 

Appointments are to the Gold Coast Civil Service on short- 
term contracts of 2 tours of 18 to 24 months in the first instance 
with gratuity on satisfactory completion of service. Basic 
salary scale would be £1330—£2310 a year. Gratuity would be 
at the rate of £37 10s. for each completed 3 months of service. 
Candidates in the National Health Service may resign from 
the National Health Service but retain their superannuation 
rights while in the Gold Coast (for not more than 6 years). 
Salary, in this case, would be in the scale £1055—£1850 a year, 
and officers would receive a resettlement grant of 20% of the 
aggregate of their Gold Coast salary at the end of their engage- 


ments. Starting-point in both salary scales is determined 
according to qualifications and experience. Quarters are pro- 
vided at rental not exceeding £150 p.a. Income-tax at local 


rates. Free passages provided for officer, wife and up to 3 
children under 13 y ‘s of age. Annual local leave is permissible 
and generous home leave is granted after each tour. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
No. CDE.117/13/04 
GOLD COAST LOCAL CIVIL SERVICE. The following 
SPECIALISTS are required for duty in the Medical Department 
of the Gold Coast : 

EAR, NOSE, AND THROAT, 
E.N.T. Departments in the larger 
hold the F.R.C.S., and have had 
E.N.T. Department. 

M ALARIOLOGIST, required to organise treatment and anti 
malaria campaigns. The candidate should be a qualified doctor 
and he should have had experience of malaria control and research. 

Appointments are to the Gold Coast Civil Service on short- 
term contracts of 2 tours of 18 to 24 months in the first instance 
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to form and take charge of 
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with gratuity on satisfactory completion of service. Basic 
salary scale would be £2375—-€125-£2750 a vear. Gratuity 
would be at the rate of £37 10s. for each completed 3 months 
of service. Candidates in the National Health Service may 


resign from the National Health Service but retain their super- 
annuation rights while in the Gold Coast. Salary, in this case, 
would be in the scale £1900-£100-—€2200 a year, and Officers 
would receive a resettlement grant of 20° of the aggregate 
of their Gold Coast salary at the end of their engagements. 
Quarters when available are provided at rental not exceeding 
£150 p.a. Income-tax at local rates. Free passages provided 
for officer, wife and up to three children under 13 years of age. 
Annual local leave is permissible and generous home leave is 
granted after each tour. 

Application forms can be obtained from the Director of 

Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
No. CDE.117/13/02). 
MONMOUTHSHIRE COUNTY COUNCIL. The Council 
invite applications from duly qualified medical practitioners for 
the appointme nts of ASSISTANT MEDICAL OFFICERS. 
Possession of the D.P.H., D.C.H., D.Obst.R.C.0.G., or similar 
qualifications would be an advantage. The salary will be at the 
rate of £950 p.a. rising by increments of £50 to a maximum of 
£1300 p.a. The successful candidates will be required to act 
under the direct supervision of the County Medical Officer, 
to devote whole time to the work of the County Council, and 
to reside in such place as the County Council may determine. 
The posts will be subject to the provision of the National Health 
Service Superannuation Regulations, and to a satisfactory 
medica] examination. 

A schedule of duties to be performed, together with conditions 
of appointment and a form of application can be obtained from 
the County Medical Officer, to whom applications accompanied 
by copies of not more than 3 testimonials, are to be sent by 
3ist October, 1953. VERNON LAWRENCE, 
County Hall, Newport, Mon. Clerk of the Council. 
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FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctors are 
vacant. Apply to C hief Inspector of Factories, 8, St. James’s- 
square, London, 8. 


Latest date for receipt of 


District County applications 
EDINBURGH NORTH.. MIDLOTHIAN 24TH OCTOBER, 1953 
NESTON CHESTER 24TH OCTOBER, 1953 
WOOLWICH LONDON 24TH OCTOBER, 1953 
WESTBURY SALOP .. 247TH OCTOBER, 1953 
SPALDING LINCOLN 24TH OCTOBER, 1953 
WHITSTABLE KENT 24TH OCTOBER, 1953 


EDINBURGH SOUTH. MIDLOTHIAN 


24TH OCTOBER, 1953 
WOOLWICH. THE LONDON COUNTY COUNCIL invite 
applications from local registered medical practitioners for 
appointment as VISITING MEDICAI JFFICER to the 
reception centre for men without a settled way of living 
stead High-street, S.E.18. Salary £50 a year. 

Duties and further details are set out on the application form 
which can be obtained from the Medical Officer of Health 
(PH/D.1), County Hall, Westminster Bridge, S.E.1, and should 
be returned by 17th October. (1065.) 


HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medical qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical Department of the Government of Nigeria :— 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine which may include purely rural health 
work, involving much travelling 

HEALTH. Duties as under 


(6) MEDICAL OFFICERS OF 
(a). In addition the selected Officers would undertake the 
control of sanitary matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows : 

(a) on 3 years probation for permanent 
employment in the Colonial Medical Service, with retiring age 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
service ; 

(b) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2-4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a. rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
£37 10s. for each completed period of 3 months service (including 
leave ). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Salaries, including 
pensionable expatriation pay for Officers appointed under (a) 
or (6) range from £950 to £1850 p.a. Starting salary in all 
cases depends on experience and war service. Quarters are 
provided at low rents. Free passages in both directions are 
provided for Officer and his wife. Payment of the cost actually 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
leave is granted after each tour of 18 months duration. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE. 117/14/01) 


HER MAJESTY’S COLONIAL SERVICE. British Quiana. 
RADIOLOGIST required for the Medical Department, British 
Guiana, to perform general work of Radiologist and to supervise 
and’ control X-ray Department in the Public Hospital at George- 
town. He may be required to visit and supervise working of 
X-ray units in other hospitals, and perform such other medical 
duties as the Director of Medical Services may request. Appoint- 
ment on permanent basis with pension (non-contributory) at age 
of 55, or on short-term agreement for 3 years in first instance. 
Doctors in the National Health Service may resign from the 
National Health Service but retain their superannuation rights 
during their time in British Guiana (up to 6 years) and receive 
a resettlement grant of 20° of the aggregate of their British 
Guiana salary on leaving British Guiana at the end of their 
engagements. Free unfurnished quarters are provided and total 
emoluments of £1650—£1850 a year made up as follows : Salary 
scale from £1000 to £1200 p.a., private practice not permitted 
but a non-pensionable allowance of £300 p.a. in lieu of con- 
sultation fees is payable together with a pensionable specialist 
allowance of £300 p.a. and a temporary non-pensionable cost- 
of-living allowance of £50 p.a. Pension is earned at the rate of 
1/600th of final pensionable emoluments for each completed 
month of service. Income-tax at local rates. Local leave per- 
missible and generous home leave granted after each tour of 
2-3 years. On appointment free passages provided for Officer, 
wife, and children under 18 years, not exceeding 5 persons in 
all. Free passages on leave provided for Officer and wife only. 
Candidates must possess medical qualifications registrable in the 
United Kingdom, have obtained a Diploma in Medical 
Radiology, and have had not less than 2 years experience of 
radiology and be prepared to undertake some radiotherapy. 
Arrangements could if necessary be made for a short course in 
radiotherapy before appointment. 

Application forms from Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8.W.1 (quoting reference No. 27215/346). 


~Plum- 


and pensionable 





HER MAJESTY’S COLONIAL SERVICE: Nairobi. 
Applications are invited for appointments as HOUSEMEN at 
the King George VI Hospital, Nairobi. Appointment will be 
on agreement for 1 year in the capacity of a House Physician 
or House Surgeon. These posts are interchangeable by mutual 
agreement after 6 months experience in either. Officers should 
be under the age of 30 and single. Candidates who have not yet 
completed their pre-registration training should confirm from 
their Licensing Bodies that these posts are acceptable to them 
for the purposes of the Medical Act, 1950. Salary £300 a year 
for the first 6 months and £350 a year for the second 6 months. 
In addition, a cost-of-living allowance of 30% of salary and a 
messing allowance of £144 a year is payable. Income-tax at 
local rates. Furnished quarters including linen, cutlery, china 
and glassware, together with light, fuel, and water are provided 
free of charge. Free passages are provided on appointment 
and on satisfactory completion of internship. 18 days local 
leave a year is granted. If the selected candidate applies for 
and obtains appointment to the Colonial Medical Service in 
Kenya at the expiration of his internship, previous service as 
Resident Medical Officer will count for leave but he will be 
required to serve the usual probationary period. The period of 
internship will not count for seniority. Ample opportunities for 
clinical experience with systematic teaching and a large measure 
of personal responsibility under specialist guidance is afforded. 
Applications will only be considered from candidates who are 
not liable for National Service during the period of the engage- 
ment. 


Candidates should apply for forms of application to the 
Director of Recruitment (Colonial Service), Colonial Office, 
Sanctuary Buildings, Great Smith-street, London, 8.W.1 


(quoting reference No. CDE,117/7/03). 
WEST HAM. COUNTY BOROUGH OF WEST HAM. 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPUTY 
SCHOOL MEDICAL OFFICER. Applications are invited 
from registered medical practitioners holding the D.P.H. or 
equivalent qualification. Salary £1600—£50-£50-£100-£1800 p.a. 
Appointment terminable by 3 months notice on either side. 
Further particulars obtainable from Medical Officer of Health, 
225, Romford-road, West Ham, E.7 ~ whom applications 
should be returned by 26th Oc ane, 195 
Kk. “SMITH, Town Clerk, 
West Ham Town Hall, Stratford, Es y 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy.’ 


WALTHAMSTOW, LONDON, E€.17. 
for retirement VACANCY (urban). 
mately 3150. Residence, surgery, and surgery furnishing and 
equipment available, by purchase, from the retiring Doctor. 
Apply on Form E.C.16A before 22nd October, 1953, to— 








Applications invited 
List at present, approxi- 


E. BERGDAHL, Clerk, Essex Executive Council. 
131/3, Fillebrook-road, Leytonstone, E.11 
MANCHESTER. Applications invited from Doctors 


wishing to undertake General Medical Services in Manchester. 
Neither residence nor surgery accommodation available to 
successor to the practice. Approximate number of persons on 
list of retiring doctor 3300. Applications, on Form E.C.16a 
(obtainable from address given below), should be sent to under- 
signed not later than 24th October, 1953 


H. Guass, Clerk of the Council. 
Ardwick Town Hall, Ardwick Green North, Manchester, 12. _ 
MANCHESTER. Applications invited from Doctors 


wishing to undertake General Medical Services in Manchester 
(for death vacancy). Approximate list number 3000.  Appli- 
cations, on Form E.C.164 (obtainable from address given below), 
should be sent to undersigned not later than 24th October, 1953. 
H. Guass, Clerk of the Council. 
Ardwick Green North, Manchester, 12. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies 


The General Electric Company’s Witton Works, Bir- 
mingham, requires a whole-time Medical Officer (Male). Com- 
mencing salary from £1600. According to qualifications and 
experience. Candidates should preferably hold a_ higher 
qualification and or have some industrial experience. Full staff 
and equipment are available. Applications should include the 
names of 2 referees. 
Secretary/Receptionist requires 
medical work. Excellent testimonials.—-Address, No. 863, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Consultant’s Secretary requires similar part-time post. 
Fully experienced in medical work.—Address, No. 864, THE 
LANCET Office, 7, Adam-street, Ade Iphi, London, W.C. 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
“ Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 Is. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
W.1 (Telephone : MUSeum 5386-7). 
Austin A30, A40 and A70 Range—Saloons, Coupés 
Countryman, Vans. A limited number of orders now acceptable 
from proven essential users for delivery onan: ~—Brochures from 
Austin House, 140/144, Golders Green-road, N.W. 
Wanted, 1 copy each of the following issues of “The Lancet” 
19th November and 24th December, 1927 ; 25th February, 
1939 ; and 6th January, 1951.—Please reply to Medical Super- 
intendent at the Cheshire Joint Sanatorium, near Market 
Drayton, Salop, stating price, if any. 


Ardwick Town Hall, 
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Distributed by : “or jonget Pp 
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Allen & Hanburys Ltd. bee coward efle 

ie shout un 
British Drug Houses Ltd. wi 
Burroughs Wellcome & Co. Pack: Each “ gramme ” contains 500,000 units 
Evans Medical Supplies Ltd. streptomycin sulphate and 500,000 units 
Imperial Chemical (Pharmaceuticals) Ltd. dihydrostreptomycin sulphate. Boxes of 
Pharmaceutical Specialities (May & Baker) Ltd. 5 vials. 


Manufactured by 


THE DISTILLERS COMPANY (BIOCHEMICALS) LTD. Speke, Liverpool 
owners of the trademark, ‘ MIXTAMYCIN’ 
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When weight gain 


is essential 





during a specific wasting disease or in convalescence 

when weight depletion is a complication, Stenediol 
ensures full employment of dietary protein and 

the consequent restoration of body tissue. It has this property in 
common with its structural relation, methyltestosterone, 

but unlike the male hormone, Stenediol is free 


from the side-effect of virilisation in the recommended dosage. 


Dose : Adults (both sexes) : Children (boys and girls 
One 10 mg. tablet thrice before puberty) : 
daily after meals. One 10 mg. tablet daily, or on alternate 


days as required, after meals. 


Omit treatment every fourth week. 


Packs : 10 mg.—25 and 100. 
50 mg. tablets also available—25 and 100. 


Literature on request 


STENEDIOL 


(Methylandrostenediol. Organon) 


“O@RGANON LABORATORIES LIMITED 


Brettenham House, Lancaster Place, Wola 
Telephone : TEMple Bar 6785-6-7, 0251-2 Telegrams : Menformon, Rand, London 








